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alseroxylon, 2 mg. 


Seven years of experience show 
that RAUWiLOID also affords 


Safety basea on negligible incidence 
of side actions 


Freedom from concern over sudden 
hypotensive episodes or unwanted 
biochemical alterations 


Practi cal ity. . simplicity of dosage 


.. applicable to a wide range of patients 


When more potent drugs are needed, prescribe 


one of the convenient single-tablet combinations 
Rauwiloi® + Veriloi® ine Rauwiloi® + Hexamethonium 
alseroxylon 1 mg. and alkavervir 3 mg. ‘ alseroxyion 1 mg. and hexamethonium 

2 chloride dihydrate 250 mg. 
| Many patients with severe hypertension can be main- Ri 
_ tained on Rauwiloid alone after desired blood pres- 
a sure levels are reached with combination medication. 
Northridge, California 


A 
{ 
Just two tablets at bedtime | + 
= 
more than lower blood pressure! 
\ | 
| 
3 
in 
380-381 | 
3 


SOUTHERN MEDICAL JOURNAL 


or rules 


Amebiasis can cause a multitude of varied, non- 
specific symptoms. Because diagnosis has been 
so difficult, many cases are not detected. Stool 
examinations are notoriously unreliable, particu- 
larly in chronic, extraintestinal amebic infection.!8 

Now, after ten years of research, Moan Anti- 
gen provides a simple, dependable serologic test 
for amebiasis. 


Rigidly controlled, highly critical studies show 
that the Moan Test has the two essential quali- 
ties of a good serodiagnostic test: sensitivity 
(consistently positive results in clinically signifi- 
cant cases); and specificity (consistently negative 
results in the absence of significant pathology 
due to amebiasis). Thus the Moan Test definitely 
establishes E. histolytica as the cause of symp- 
toms, or definitely rules it out. 


The Moan Test is extremely simple to perform. 


NEW 
MOAN ANTIGEN 


definitely establishes the cause 


out a frequent cause 


It does not require highly trained personnel or 
special equipment; it can be done in even the 
smallest laboratory. When run in quantity, indi- 
vidual tests cost as little as 37c per test. 


Write for detailed literature, case histories, and 
instructions for performing the Moan Test. 


1. Webster, B.H.: Am. Pract. and Dig. of Treat., 9:897 (June, 
1958). e 2. D’Antoni, J.S.: Am. J. Trop. Med. and Hyg., 29:269 
(May, 1949). e 3. Rinehart, R.E., and Marcus, H.: Northwest 
Med., 54:708 (July, 1955). ¢ 4. Elsdon-Dew, R.: S. Afr. Med., 
32:89 (Jan., 1958). ¢ 5. Cook, J.E., Briggs, G.W., and Hindley, 
F.W.: Am. Pract. and Dig. of Treat., 6:1821 (Dec., 1955). « 
6. Farfel, B.: Am. J. of Gastroenterology, 32:620 (Nov., 1959). 


.© 7. Eisert, J., Hannibal, J.E., and Sanders, S.L.: New Eng. J. 


of Med., 261:843 (Oct. 22, 1959). « 8. McHardy, G.C.: Gastro- 
enterology, 30:535 (1956). © 9. Moan, J.C.: Am. J. Trop. Med. 
and Hyg., 6:499 (May, 1957). ¢ 10. Babione, R.W., and Moan, 
I.C.: (to be reer ¢ 11. Babione, R.W.: (to be published). 
12. Perkins, J.G.: U. of Oregon Med. School, Mar. 19-20, 1959. 


MOBAC LABORATORIES 


85 N. Lansdowne Ave. Lansdowne, Pa. 
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NOW many more 
hypertensive patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 
THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patients? as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 


7 longer appears to be a contraindication to 
successful corticosteroid therapy. And 
nd the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
: diabetogenic or psychic reactions... 
~ Cushingoid effects were fewer and milder 
. .. and there were no new or ‘‘peculiar’’ 
- lee an ron side effects. Moreover, DECADRON helped 
- restore a “‘natural’’ sense of well-being. 
159. DEXAMETHASONE * tAnalysis of clinical reports. 
- *DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
treats more patients Co. tne 
>a. 


MERCK SHARP & DOHME 
more effectively “Qo DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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SYMPOSIUM REPORT: 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in the 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 
also responded readily. 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 


_ variety of antibotics. With ALTAFUR as with 


all nitrofurans, the lack of development of 
significant bacterial resistance is considered 


_ amajor advantage over other antimicrobials. 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 


and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 
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bright new star 


in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 
Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 

Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 


Development of significant bacterial resistance has 
not been encountered 


Low order of side effects 


w Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 
or beverage, should be avoided during Altafur therapy. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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Trip-sul 


j Multiple Sulfonamide Therapy 
Suspension / Tablets 


cae ONE LABORATORIES, INC. 


NEW ORLEANS, LOUISIANA 
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For complete 
information on 
dosage forms, 
dosage schedules 
and precautions, 
consult literature 
available 

on request. 


MADRIBON®—2,4-dimethoxy-6- 
Sulfanilamido-1,3-diazine 
ROCHE® 


LABORATORIES 
Division of 

Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


infections, 
the new alternative: 


The low cost antibacterial prescription with assured safety and effectiveness 


¢ wide-spectrum activity * high rate of clinical effectiveness — 
up to 90 per cent* exceptionally low incidence of side effects — 
less than 2 per cent—even in long-term use « minimal risk of 
hazardous superinfections* essentially no danger of anaphy- 
lactic reactions * fewer problems with the development of 
resistant mutants * economical therapy « reserves antibiotic 
effectiveness for fulminating, life-threatening infections 


{4 | 
0.5 i 
7 
ROCHE 


- effective control - minimal disturbance 
of allergic < —— of the patient's 
and inflammatory : ~ chemical and psychic 


1, 4, 5, 8-18 


symptoms” balance 


unsurpassed for total 
‘orticosteroid bene} | 
ubstantiated by published reports o leadi linici 
ing clinicians dosage 
: 
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At the recommended antiallergic and anti-inflammatory 
dosage levels, ARISTOCORT means: 


* freedom from salt and water retention 

¢ virtual freedom from potassium depletion 

¢ negligible calcium depletion 

* euphoria and depression rare 

* no voracious appetite— no excessive weight gain 
* low incidence of peptic ulcer 


* low incidence of osteoporosis with compression fracture 

fomaation: With artstocort all traditional precautions to corticosteroid therapy 

uuld be observed. Dosage should always be carefully adjusted to the smallest 
amount which will suppress symptoms. 
After patients have been on steroids for prolonged periods, discontinuance must be 
pre out gradually over a period of as much as several weeks. 
upplied: 1 mg, scored tablets (yellow) ; 2 mg. scored tablets (pink); 4 mg. 
scored tablets (white) ; 16 mg. scored tablets (white). 


Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 
0c, (25 mg./ce.). 


<) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


References: 1. Feinberg, S. M.; Feinberg, A. R., and Fisherman, 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J. I., and Sher- 
wood, H.: Conn. Med. 22:822 (Dec.) 1958. 3. Friedlaender, S., and 
Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 
1958. 4. Segal, M. S., and Duvenci, J.: Bull. Tufts N.E. Medical 
Center 4:71 (April-June) 1958. 5. Segal, M. S.: Report to the 
A.M.A: Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H., and Cooke, R. A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C. J., and Oviedo, R.: Antibiotic Med. & Clin. Ther. 
5:710 (Dec.) 1958. 8. McGavack, T. H.: Clin. Med. (June) 1959. 
9. Freyberg, R. H.; Berntsen, C. A., and Hellman, L.: Arthritis 
and Rheumatism 1:215 (June) 1958. 10. Hartung, E. F.: J.A.M.A. 
167 :973 (June 21) 1958. 11. Zuckner, J.; Ramsey, R. H.; Caciolo, C., 
and Gantner, G. E.: Ann. Rheumat. Dis. 17 :398 (Dec.) 1958.12. Appel, 
B.; Tye, M. J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 
5:716 (Dec.) 1958. 13. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
14. Mullins, J. F., and Wilson, C. J.: Texas J. Med. 54:648 (Sept.) 
1958. 15. Shelley, W. B.; Harun, J. S., and Pillsbury, D. M.: 
J.A.M.A. 167:959 (June 21) 1958. 16. DuBois, E. L.: J.4.M.A. 
167 :1590 (July 26) 1958. 17. McGavack, T. H.; Kao, K. T.; Leake, 
D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Se. 236:720 
(Dec.) 1958. 18. Council on Drugs: J.4.M.A. 169:257 (January 
17) 1959. 
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AN AMES CLINIQUICK® owsetes metutus at aces 110 5 


CLINICAL BRIEFS FOR MODERN PRACTICE Order of Frequency of Presenting Symptoms in 110 


Patients 


WHY IS DIABETES IN INFANTS rations 


Polyuria 93 


SO DIFFICULT TO DIAGNOSE? 


Because of the infrequency of the disease in Anorexia 16 


this age group, its sudden onset, the profusion ses ad 


of inconsistent presenting symptoms, and be- Vomiting 


Irritability 
cause the accompanying symptoms of anorexia “Craving for sweets” 


and vomiting are also characteristic symptoms “Sticky diaper" 

“Strong odor to urine” 
of many other ills of infancy. Pecans 
*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, Hypoglycemia 
A. L.: Diabetes 8:289, 1959. Personality change 
Boils 
for those pediatric puzzlers...“A routine urinalysis Headache 


and blood sugar should be done whenever the eee aes 
possibility of diagnosing diabetes is entertained.”* 


comb, A. L.* 
the standardized urine-sugar test for reliable quantitative estimations 


COLOR-C ALIBRATED + full-color calibration, clear-cut color changes 

—— established “plus” system covers entire critical range 
standard blue-to-orange spectrum 

CLINITEST® standardized, laboratory-controlled color scale 


BRAND Reagent Tablets ¢ “urine-sugar profile” graph for closer control 


HR 
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in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine. .. promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect’’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCi, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

“Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


ts Fa PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. « Indianapolis 6, Indiana 


Novahistine| 


LONG-ACTING 
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Trademark 


= associated with abnormal capillary 
permeability and fragility in 


peptic ulcer 
ulcerative colitis: 
chronic nosebleed 


menorrhagia 
habitual and 
threatened abortion 


capillary 
in duodenal 


hemorrhagic cystitis : 


rity of the intercellular ground subs 

ent) of capillary walls. C.V.P. is the eat a 
e water-soluble citrus bioflavonoid complex. Rez 
and utilized, C.V P. is relatively free (due: to 


dily 
_-#ch capsule or teaspoonful (approx. 5 cc.) of syrup provides: _ D 
CITRUS BIOFLAVONOID COMPOUND . . . . 100mg. 
ASCORBIC - ACID: (vi ; 
vitamin corporation PHARMACEUTICALS 
min ‘p » PHAR UTICALS 
ink Lal ra Orie division 0 Ca ford. tree t, 
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three 
therapies 
of choice for z 


infected ‘i inflamed / painful # 


ears 
Rarely Sensitizing 


Comprehensive bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate 

Acetic acid 

Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


Drops 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 
‘Aerosporin’ brand Polymyxin B Sulfate 10,000 Units 
Neomycin Sulfate 
Hydrocortisone in a sterile, slightly acid, aqueous 

suspension 
Available in dropper bottles of 5 cc. 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate ..... ...-. 10,000 Units 
Xylocaine* HCl brand lidocaine Hydrochloride ($9) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U. S. Pat. No. 2,441,498 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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ablets daily —’round-the-clock relie 
3 Pfizer Laboratories, Division, Pfizer & Co.. Inc., Bi 


The impression that TAO is an unusually active antibiotic 
has steadily gained recognition by impressive clinical per- 
formance. Now come reports of in vivo and in vitro biological 
and biochemical evaluations that show TAO to be indeed 
unique.":? 
TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to TAO) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 
In light of these findings, take another look at TAO perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
e Effective against 78% of 64 “antibiotic-resistant” epi- 
demic staphylococci. (In the same study, chloramphenicol 
was active against 52%; erythromycin against only 25%)? 
e No side effects in 94%; infrequent reactions mild and 
easily reversed « Quickly absorbed « Highly palatable. 
Sound reasons to: Start with TAO to end 9 out of 10 common 
Gram-positive infections. 

led: TA sules—250 mg., and 1 ., bottles of 60. 
for ot per cc.) when re- 


ion —125 
constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 
Other TAO forms available: TAO Pediatric Drops: flavorful, easy 
to administer. TAQ®-AC: TAO analgesic, antihistaminic com- 
pound. TAOMID®: TAO with triple sulfas. intramuscular or Intra 
venous: in clinical emergencies. Prescription only. 
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1. English, A. R., and McBride, T: J.: Proc. Soc. Exper. Biol. & 
Med. 100:880 (Apr.) 1959. 2. Celmer, W. D.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 277, 
3. English, A. R., and Fink, F. C.: Antibiotics & Chemother, 
8:420 (Aug.) 1958. 


(triacetyloleandomycin) 


Capsules/Oral Suspension 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


| 
superior 
contro! 
Gram- 
= 


suturing $ Xylocaine® HCI Solution applied topically will permit cleaning and 
suturing of wounds with patient comfort in an emergency or in the office. Fast acting — Safe 
— Dependable. 


bursitis: Xylocaine HCI Solution injected into the painful area will diffuse around 
the bursae relieving pain promptly — often restoring normal freedom of motion. Prolonged 
anesthesia often prevents recurrin 


therapeutic block: $ Xylocaine HCI Solution interrupts the under- 


lying mechanism of pain, with relief often persisting even after the block has disappeared. It 
is of value in assisting motion or manipulation; for severe, intractable pain conditions; and 
in allowing patient comfort for other procedures. 


minor SUPSELPY = Xylocaine HCI Solution will diffuse over a wide oper- 
ative field, permitting pain-free removal of warts, cysts, moles, etc., and giving safe, effective, 
and predictable anesthesia for patient comfort. 

Supplied: Multiple dose vials, 20 cc. and 50 cc.; 0.5%, 1% and 2% without and with 
epinephrine 1:100,000. Ampules, 2 cc.; 2% without and with epinephrine 1:100,000. 
ASTRA 


PAT. NO. 2,441,498 MADE IN U.S.A. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


erelieves both mental and muscular tension 
without causing depression 


edoes not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 
LABORATORIES, New Brunswick, N. J. 


CME-8426 


VOLUME 53 17 
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TO STOP DIARRHEA 


from all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


® Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) ® Convenient TaBLEts, 
100mg. #® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses), 


WIFT RELIEF OF SYMPTOMS 


NTROL OF “PROBLEM" PATHOGENS 
resistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


ORMAL ‘BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilial’or staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FurROXxoneE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 

Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


“HE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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quietly calming 


You can prescribe gentle 
control of blood pressure with 


BUTISERPINE 


Butiserpine contains just enough reser- 
pine (0.1 mg. per tablet or teaspoonful) 
to reduce tension without initiating 
side effects; 15 mg. of BUTISOL sodium® 
butabarbital sodium, to promote calm- 
ness without lethargy. 

Butiserpine Tablets, Elixir, 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 
Suggested Dosage: 
Initial (up to 7 days)—1 to 4 Tablets or teaspoonfuls 
Elixir or 1 or 2 Repeat Action Tablets daily. 


Maintenance—1 or 2 Tablets or teaspoonfuls Elixir or 
1 Repeat Action Tablet daily. 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Panalba 


performance... 
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The Upjohn Company 
Kalamazoo, Michigan 


pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia .. . K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped ai// the organisms, 
including the resistant 
staph! This is Panalba. 

In your next pneumonia 
patient .. . in al/ your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription : 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first @ resort 


STRADEMARK, REG. U.S. PAT. OFF.) 
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Demethyichiortetracycline Lederie 


antibiotic 


toleration 


reduction in incidence andlJor sever- 
ity of gastrointestinal side effects 
may be attributed to the far lower 
DECLOMYCIN = milligram intake 
(percapsule andperday) 


1. Finland, M.; Hirsch, H. A., and Kunin, C. 
M.: Observations on Demethyichlortetracyc- 
line. Presented at Seventh Annual Antibio- 
tics oe Washington, D. C., Novem- 
ber 5, 1959. 2. Hirsch, H. A.; Kunin, C. M., 
and Finland, M.: Demethylichlortetracycline 
—A New and More Stable Tetracycline Anti- 
biotic That Yields Greater and More Sus- 
tained Antibacterial Activity. Miinchen. 
med. Wchschr. To be published. 3. Lichter, 
E.A., and Sobel, S.: The Distribution of Oral 
Demethylichlortetracycline in Healthy Vol- 
unteers and in Patients Under Treatm>nt 
for Various Infections. To be published. 


Capsules, 150 mg.—Pediatric Drops, 60 
mg./cc.—Oral Suspension, 75 mg./5 cc. tsp. 


GREATER ACTIVITY...FAR LESS ANTIBIOTIC...UNRELENTING-PEAK CONTROL...‘‘EXTRA-DAY” PROTECTION AGAINST RELAPSE 
@@® LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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increased potency—without corresponding increase in side eff 


HYDROCHLOROTHIAZIDE 
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Fuchs, M. and Moyer, J.: 
Diseases of the Chest 35:314, (March) 1959. 


“Premenstrual edema is present — 
in 40% of women and...consists 
of weight gain, subcutaneous 
edema, emotional lability, breast 
turgidity, anxiety and tension.” 
In addition to controlling the 
objective symptoms of premen- 
strual tension, HYDRODIURIL 
may afford relief of subjective 
complaints including tension, 


nervousness and headache. 


DOSAGE: 25 to 50 mg. of HYDRODIURIL once or twice a 
day, beginning the first morning of symptoms and 
continuing until the onset of the menses. 


SUPPLIED: 25 and 50 mg. scored tablets HYDRODIURIL 
(hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HYDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 


Division of Merck & Co., Inc. West Point, Pa. 
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e __ treats their 
acne 


while they 
wash 


degreases the skin _ helps remove blackheads dries and peels the skin 


completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions ...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms— 


> G FOSTEX CREAM, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


WESTWOOD PHARMACEUTICALS «* Buffalo 13, New York 
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reaches 


all nasal and paranasal 


membranes 
systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 
+ in allergic reactions of the 

upper respiratory tract 


Triaminic*® is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes 

* provides longer-lasting relief 

* presents no problem of 
rebound congestion 

* avoids “nose drop addiction” 


Relief is prompt and prolonged because 
of this special timed-release action: 


first— the outer layer 
dissolves within 
minutes to produce 


3 to 4 hours of relief 


then— the core 
disintegrates to give 3 to 
4 more hours of relief 


SOUTHERN MEDICAL JOURNAL 


Each Triaminic timed-release Tablet provides: 


Dosage: 1 tablet in the morning, midafternoon and at 
bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
ally sufficient. 


Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: % the 
formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 
dren 1 to 6 — % tsp.; Children under 1 — % tsp. 

1, Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 


2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957. 
3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the leading oral nasal decongestant... 


timed-release tablets and juvelets 
also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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in One preparation 


the answer to your 
three most important 
requirements in 
a douche 


For a dependable and 
effective means of treating 
non-specific leukorrhea 


For adjunctive therapy in 
Trichomonas Vaginalis vaginitis and 
other specific infections 


For personal cleanliness 
and the prevention of 
irritation and inflammation 


* 


TRICHOTINE is the first majop! Many mi 
douche to contain sodium lauryl sulfaeglution is 
a detergent of the highest order o richomon: 
efficiency. TRICHOTINE penetrates anaer 
dissolves the viscid film covering tp? strai 
vaginal mucosa; gets down in the rug imes cause 
folds, carrying medication directly wpot-specif 
the mucosa and the invading organism TRICH 

TRICHOTINE is a potent bactetiflal grow 
cide and fungicide, penetrating the walif lords fr 


TRICHOTINGRI 
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nai? Many micro-organisms. “The douche 
ulfaeplution is an effective agent against 
jer op chomonas Vaginalis, Monilia Albi- 
es angels, anaerobic organisms including a 
ng thepotent strain of streptococci that some- 
> rugiilles Cause severe infections, and other 
otly wp-Specific vaginal micro-organisms.”* 
nisms)  TRICHOTINE actually favors epi- 
acteripelial growth and healing, and the relief 
ewalif lords from pruritis is quite striking. 


SOUTHERN MEDICAL JOURNAL 


For personal cleanliness, especially 
as a post-coital and post- menstrual 
douche, TRICHOTINE is designed to 
meet all the requirements of feminine 
hygiene. As an effective cleanser for 
office use, or for treatment, or for rou- 
tine home douching, TRICHOTINE will 
prove satisfactory to you and its sooth- 
ing, refreshing action will be reassuring 


to your patients. 1.Karnaky, K.J.:Med. Record 
and Annals, Houston 46:296 (Nov. 1952). 


The Fesler Company, Inc., 375 Fairfield Avenue, Stamford, Conn. 


MRICHOTINE 


TRICHOTINE 
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3 P.M. 


The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “b.i.d.” encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting anticholinergic (oxyphencyclimine) and Atarax, the non-secretory 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 


McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months.”" 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action...may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.’” 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX— now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX**: 
Does the medication you now prescribe assure you of all these benefits? 


If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


ENARAX 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.i. TRACT 


clin 


FREE ACID, IN CLINICAL UNITS 
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DE CONTINUOUS CONTROL OF ACID SECRETION 


MIDNIGHT 2 A.M. 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.* 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


al 
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Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis —Colitis— Functional Bowel Syndrome —Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract 
Dysfunctions—and Dysmenorrhea. 

Clinical Results: Effective in over 92% of cases. 

As for Safety: “Side reactions were uncommon, usu- 
ally no more than dryness of the mouth... .’ 


Each ENARAX tablet contains:: 


Oxyphencyclimine HCI 10mg. 
Hydroxyzine (ATARAX®) 25 mg. 
Dosage: One-half to one tablet twice daily—preferably in 
the morning and before ——- The maintenance 
should be es according to therapeutic response. 
Use with caution in patients with prostatic hypertrophy 
and with ophthalmological supervision only in glaucoma. 
Supplied: In bottles of 60 black-and-white scored tablets. 
References: 1. McHardy, G., et al.: J. Louisiana M. Soc. 
111:290 (Aug.) 1959. 2. Steigmann, F.: Study conducted 
at Cook County Hospital, Chicago, Illinois, in press. 3 
Kemp, J. A.: Antibiotic Med. & Clin. Therapy 6: 


New York 17, N. Y. 


534 (Sept. 
1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. Division, Chas. Pfizer & Co., Inc. 
5. Data in Roerig Medical Department flies. Science for the World’s Well-Being ™ 
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RUPTS TREATMEN 


ELIXIR ALURATE DISRUPTS TENSION | 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasorartorics « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N.J. 
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women of childbearing age... 
and growing children... 
are 

depleting their 

iron 
reserves 


iron de aniémias occur most. 
among women of childbe: aring age 
sud growing children. Unless extra iron 
provided, children’s high growth requirements 
women’s iran floss from menstruation mey 
rousty deplete iron re serves. Many icians 
iy preseribe a hematimic for six weeks each 
r during a woman's reoreductive years. Children — 
and adoleseents are kept on intermittent iron therapy. : 


Livitamin, with peptonized iron and B. complex, prevides 
effective iron therapy with minimal g@ide effects. Unlike 
meny hematinies, Livitarnin is pleasant tasting and weil 
tclerated. Peptomzed iron has as high a rate of absorption 
ead storage, and is much less irritating chan ferrous sulfate. 
EB complex’ and. other ingredients provide integrated 
nutritional support, 


FONMGLA: tack flaideanes coutains ; 


fon peptonized 420 me. Nicotinamide... .. 50 mg. 
(equiv. in elemental iran Pyridoxine hydrochioride 1 mg. 
Mang citrate, soluble. 158 meg. 5 mg. 
thiamine hydrechioride Liver fraction 
Bas Activity. . 2O-meg. .. a0 mg. 

‘Ber iwed from Cobelamin conc.) 60 u 
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Absorbed as well. as ferrous sulfate” 
© Better gastric toleration than ferrous sulfate : 


LIVITAMIN 


a... the preferred 
hematinic 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


THE S. E. EWI ASSENGILL COMPANY sisi, « now York «Kansas City» San Fane 
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in senile agitation, Thorazine’®, 
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brand of chlorpromazine 


one of the fundamental drugs in 
medicine, can control the agitated, 
belligerent patient and help her 
ive a composed and useful life. 


SMITH 
KLINE 
FRENCH 
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the mood brightener 


eases mental adjustment to menopause 


NIAMID brightens the outlook of depressed menopausal patients — 
gradually helps them become alert, cheerful, relaxed, and better able 
to cope with their surroundings. 


Start with 75 to 100 mg. of NIAMID daily and adjust according to response. 
In routine use, up to 200 mg. is given. The gradual response to 
NIAMID may be noted within several days or weeks. 


Infrequent, mild side effects may occur but often are lessened or 
eliminated by dosage reduction. NIAMID has not been reported to cause 
jaundice, disturbances of color vision, ankle edema, or skin eruptions. 


NIAMD (brand of nialamide) is available as 25 mg. (pink) and 
100 mg. (orange) scored tablets. 


Already prescribed for more than 500,000 patients. 


A Professional Information Booklet is available on request from the Medical 
Department, Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


Often Science for the world’s well-being ™ 
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how does Meliaril difter from other potent tranquilizers? 
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M | | 
THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 
but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 
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greater specificity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment. 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.; Scientific Exhibit. American Academy of General Practice, San Francisco, April 6-9, 1959. 


: & 4 
4 


— 
— 
— 


‘ujoour] -Auedwiod sepueM JO UOISIAIP -ABSYOG-HLINS 


JO (8 G) ‘BW ODE 

0} juajeainbe si 


Bulonpaid ‘paquosge Ajipees asow si pue ajqnjos Ajaad si NINNATWD 
UaYO Uuidse ploe ‘ajqnjosul se 10° UOISO’e 
*** eSOONW BY} JO 200] asNed 0} Ajay!] Sse] SI NINN TWO 


NOILVLIYY! TWOOT GNV SLNIVIGNOO 
IWHL NIMIdSV 4O LVS IWYLNAN V 


| 
io 
44 
2) 
> 
4 
— 


SOUTHERN MEDICAL JOURNAL 


Squibb Announces 


Chemipen 


Squibb Alpha-Phenoxyethy! Penicillin Potassium 
new chemically improved penicillin 
which provides the highest blood 


levels that are ob 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. | 
With Chemipen it becomes possible as well as: ¥ 
convenient for the physician to achieve and main- Sy «— 
tain higher blood levels—with greater speed —than 
those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
as is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


tainable with oral 


therapy 


4 
34 


" And the economy for your patients will be of 
particular interest—Chemipen costs no more 
* than comparable penicillin V preparations. 
: _ Dosage: Doses of 125 mg. (200,000 u.) or 
‘ag , 250 mg. (400,000 u.), t.i.d., depending on the 
==" severity of the infection. The usual precautions 
must be carefully observed with Chemipen, as with 
all penicillins. Detailed information is available on 
request from the Professional Service Department. 
Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic ), 125 mg. per 5 cc., 60 cc. bottles. ap 


*Knudsen, E. T., and Rolinson, G. N.: fe 
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THE FIRST TRUE ”“TRANQUILAXANT” 
rancopal 


relieves painful muscle spasm 
and relaxes the patient 


Impressive numbers of patients with low 
back pain and other musculospastic 
conditions treated with Trancopal have 
been freed of symptoms and enabled 

to return to their usual activities, according 
to newly published clinical reports. In a 
recent study by Lichtman,’ Trancopal brougil 
excellent to satisfactory muscle relaxation 
817 of 879 patients. The patients in this 
group suffered from skeletal muscle spasm 
associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases), 
and other skeletal muscle disorders 

(2138 cases). Side effects were rare (2 per 
cent of patients), and it was not 
necessary to discontinue medication in any 


of the patients. Lichtman comments: Al 
¢¢Chlormethazanone [Trancopal] not only 
relieved painful muscle spasm, but And, 


allowed the patients to resume their normal }and | 
activities with no interference in performance) appr 
of either manual or intellectual tasks.99* [4 mo 


When you prescribe Trancopal for musculoskeletal disorders, you can confidently 
expect that your patients will be relieved of the pain and stiffness. You can be sure 
of their speedy return to everyday work and recreation. 
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ullin and Epifano call Trancopal ¢¢...a very effective skeletal muscle spasmolytic.99 * 
hey found that Trancopal brought good to excellent relief to all of 39 patients with 
skeletal muscle spasm related to trauma, bursitis, rheumatoid arthritis, osteoarthritis, and | 
intervertebral disc syndrome. (No side effects were noted except that one patient had slight | 
ess of the mouth.) 

he pattern is similar in every new series reported: Ganz,* DeNyse,* Shanaphy’* and Stough.’ 


Trancopal is a true ‘‘tranquilaxant’’ 


rancopal “...combines the properties of tranquilization and skeletal muscle relaxation 
with no concomitant change in normal consciousness.’’® 


elieves dysmenorrhea 


Trancopal not only is valuable in treating patients with low back : 
pain and other musculoskeletal disorders, but is also very effective 


i 


a in bringing relief from menstrual cramps and discomfort. 
= Shanaphy suggests that Trancopal may help the patient by its 
coal combination of muscle relaxant and tranquilizing actions, and he 


finds that ¢¢...the continued use of chlormezanone [Trancopal] as 7 
a therapeutic agent in dysmenorrhea is advisable.99* Trancopal was |i 
effective in 82 per cent of his series of 50 patients. In another study, [i 
which dealt with 52 adolescent girls and 23 women, Stough’ reported 
that Trancopal gave complete or moderate relief in 86.4 per cent. 


tension 


And, of course, Trancopal is also very useful in the treatment of patients in anxiety 
mal and tension states. As Ganz says, ¢¢...a most valuable drug for relieving tension, a 
mane apprehension and various psychogenic states... allows the patient to use his energies in 
9° Jamore productive manner in overcoming his basic problems.99 * 
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rancopal 


a true “tranquilaxant” 


that relieves skeletal muscle spasm 
and relaxes psychogenic tension 
without troublesome side effects, 
and keeps the patient on the job. 


Indicated for... 


Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Fibrositis Anxiety and tension states 
Neck pain (torticollis) Ankle sprain, Dysmenorrhea 
Bursitis tennis elbow Premenstrual tension 
Rheumatoid arthritis Myositis Asthma 
Osteoarthritis Postoperative Angina pectoris 
Disc syndrome muscle spasm Alcoholism 


Now available in two strengths: 


Trancopal Caplets®, 100 mg. 
= (peach colored, scored) , bottles of 100. 


> amp 7 Trancopal Caplets, 200 mg. 
(green colore , scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms 
occurs in from fifteen to thirty minutes and lasts from four to six hours. 


NEW 
STRENGTH 


References 1. Lichtman, Scie! 

meeting of the International 

‘Miami Beach, dandy £959 Ads 
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3. Mullin, Wi. G Baits 

& Digest Treat, 

J. Indiana M.A 


ao 


} 
| 

— 
— 

— 

: 
| 
q 

| 
— 

— 

} — 

a | 
— 
| — 
— 
' 
| — 


idity 


as reactive in tablet form. . . | 


. The superiority of Alglyn (dihydroxy aluminum amino- Supplied in bottles of 100 0.5 Gm. tablets. Also as 
‘ acetate) as an antacid over ordinary aluminum prepara- Belglyn® (with belladonna), and as Malglyn® (with 
tions is quite pror. »unced. Not only do Alglyn Tablets belladonna and phenobarbital). Literature available upon 
act as rapidly as aluminum hydroxide gels and magmas, request. 

but they maintain a much more effective pH for a longer 
time (see chart). 


5 Furthermore, Alglyn Tablets are decidedly superior when 
antacid-belladonna therapy is indicated. Ordinary alu- 
Yori minum preparations may actually adsorb as much as 
80% of the spasmolytic drug, as compared to only 7% 
‘ for Alglyn Tablets. In addition, Alglyn contains no 
sodium and less aluminum. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
BRAYTEN 
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Available in tiny, easy-to-swallow Filmtabs* and in tasty, cherry-flavored Oral Solution. 


001187 @FILMTAB—FILM-SEALED TABLETS, ABBOTT. 
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ACTS FASTER—usually within inutes. LASTS LONGER—usually 
6 hou -more. MORE THOROUGH EF— vit terrupte : 
_ 6 hours or more. MORE THOR RELIEF— permits un nterrupted 
sleep through th ARELY CONSTIPATES — excellent | 
Sleep through the night. RARELY CONSTIPATES —excellent for 

bie — for greater Tle) ity In dosage — PER 
Salts of Dihydrohydroxycodeinone and Homatropine, plus APC 


new low-cost ceiling mount 
virtually “floats” the x-ray tube 


where you want it 


Takes only a nudge to start the overhead carriage moving, or 
to run the tube up or down on its supporting shaft. Once 
arrived at the exact point-in-space where you want the focal 
spot to be, the mere flip of a switch keeps it there. 


You will appreciate the silky-smooth, quiet way this new Picker 
Counterpoised Ceiling Tubemount travels. Appreciate its rigid- 
ity, too... the 11” overlap between each telescoping section 
keeps the shaft permanently pole-stiff. Even at fullest extension 
it will carry the heaviest rotating anode tube vibration free. 


The freedom for swiveling and angling the tube is suggested 
by the illustrations here: the wide range of horizontal, trans- 
verse, and vertical travel provides quick accurate setup for all 
manner of radiography — on table, off table, stretcher-borne 
patients, wall-located auxiliaries, etc. 


Bold-numeral overhead 
dial tells you the exact 
target-film distance at 
which tube is poised. 


Everything you need to look at is 
always in plain sight from where you 
stand. Everything you need to touch 
is always within easy reach. 


The free-ranging overhead travel and ey 
scent of the tube makes decubitus Bucky 
raphy of a stretcher-borne patient no 
at all. Simply wheel the patient up tot 
then lower the tube to point at him. 


The x-ray tube descends quickly to table 


tally for crosstable lateral radiography. The 
here is a Picker Centurion II, a great ma 
for the Counterpoised Tubemount. 


PICKER 
COUNTERPOISED 
CEILING 
TUBEMOUNT 


Picker X-Ray Corporation, 


swivels easily to direct the x-ray beam hor 


Ask your local Picker representalité 
to give you the full story—or Wa 


25 S. Broadway, White Plains, Nala 
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FOUND: a dependal ie solution to 


Sammonest gyammologic office problem” 


DMONAS VAGINALIS, CANDIDA 
or other bacteria, is still the 

Mroblem .. . cases of chronic or 
nixed infection. difficult to cure.” Among 75 
itis caused by one or more of these 
SHON IMPROVED cleared symptoms in 70; vir- 
Severe, chronic infections which had persisted 
therapy with other agents. “Permanent cure by 
and clinical criteria was achieved in 56... .” 
Obst. 7: 155, 1959 


CAUSED BY 
Haemophilus v agi 


pathogens, TR 


all w 
"(despite previou- 


Improved 


' burning, malodor and leukorrhea 
eines vaginalis, Candida (Monilia) albicans, 


Achieves clinical and cultural cures 
bea i onirritating and esthetically pleasing 
iphy. TI 
a 2 Steps to fasting relicf: 
3 1. POWDER for eel y insufflation in your office. Micorur®, 
0.5% and Furoxone®, brand of furazoli- 
done, acidic water-dispersible base. 
‘ 2. SUPPOSERORIES for continued home use each morning and 
ED night the nd each night thereafter—especially during 
the enstrual days. Micorur 0.375% and FuROxONE 
0.25% i ing base. 
Rx new bog Shppositories with applicator 
jor more and economical therapy. 
a tnique class of antimicrobials 
BATON NORWICH, NEW YORK 
resentative 
—or write 
ation, 
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For the Bost 


NICOZOL’ COM PLEX 
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Ngee 


ORIGINAL FORMULA 


New Geriatric Tonie Flimulant 


NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary 
supplement intended for geriatric use. Improves mental and 
physical well-being. Improves protein and calcium metabolism. 
Indicated during convalescence, also as a preventive agent in 
common degenerative changes. 


Dosage 


1 teaspoonful (5 cc) 3 times a day, 
preferably before meals. Female pa- 
tients should follow each 21-day 
course with a 7-day rest interval. 


NICOZOL COMPLEX is avail- 
able as a pleasant-tasting 
elixir. Popularly priced. 
Bottles of 1 pint and 1 gallon. 


Write for professional sample and literature. 


WINSTON-SALEM 1, NORTH CAROLINA in 
Dedicated to Serving the Southem Physician 


MARCH 1960 


Formula 

Pentyl 50 mg. 
Niacin mg. 
Methyi Testosterone .............. 2.5 mg. 
Ethiny! Estradiol .................... 0.02 mg. 
Thiamine Hydrochloride ........ 6-mg. 
Ribofi 3 mg. 

ridoxine 6 mg. 

Folic Acid 0.33 
5 
Choline Bitartrate .................- 20 
15 


1-Lysine Monohydrochloride .. 100 

Vitamin E (a-Tocopherol 

Iron (as Ferric Pyrophosphate) 15 mg. 

Trace Minerals as: lodine 0.05 mg, 
2 mg:, Manganese 1 mg., 
Cobalt 0.1 mg., Zinc 1 mg. 


Contains 15% Alcohol 
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tense 
and 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: Qne or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS*—400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


® 
WW WALLACE LABORATORIES / New Brunswick, N. J. 


CM -6284 
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& 
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Diagnostic 


Quandaries 


Gall Bladder Disease? 
Chronic Appendicitis? 
Rheumatoid Arthritis? 


Colitis? 


DISEASE that is frequently 

A overlooked in solving diag- 
nostic quandaries is amebiasis. 

Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.? 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.* 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 
TABLETS 


specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 
1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incid of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. J\YPASSENGILL COMPANY 


BRISTOL, TENNESSEE 
KANSAS CITY ° 


NEW YORK * SAN FRANCISCO 
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the complaint: “nervous indigestion” 


the diagnosis: any of several nonspecific and functional _ in the gastric-soluble outer layer: 

gastrointestinal disorders requiring relief of symptoms Hyoscyamine sulfate 0.0518 mg. 

by sedative-antispasmodic action with concomitant Atropine sulfate 

digestive enzyme therapy. Hyoscine hydrobromide 0.0033 mg. 

the prescription: a new formulation incorporated in Pepsin, N. F. 

an enteric-coated tablet, providing the multiple actions 


: in the enteric-coated core: 
of widely accepted Donnatal® and Entozyme.® 


Pancreatin, N. F. 
the dosage: two tablets three times a day, or as in- Bile salts 
antispasmodic sedative digestant 


DONNAZYME 


A. H. ROBINS COMPANY, INCORPORATED + RICHMOND 20, VIRGINIA 


| 


COMBINING MUTUALLY SYNERGISTIC NON-STEROID ANTIRHEUMATICS 


“superior to aspirin” —‘‘. . . evidence seems to indicate that 
the concurrent administration of para-aminobenzoic and sali 


In each enteric-coated tablet: 
Sodium salicylate (5 gr.) 
Sodium para-aminobenzoate 


Pabalate with 


Hydrocortisone .. . 25 mg. 

Potassium salicylate (5 gr.). 
Potassium para-aminobenzoate (er. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


A. H. ROBINS CO., INC., Richmond 20, 


i} cylic acid [as in Pabalate] produces a more unifor on, 
tained level for prolonged analgesia and, therefore, is 
| to asnirin in the treatment of chronic rheumatic isorder 
‘or the patient who should avoid sodium » 
Virgina 


faster 
healing 
at any location 


Buccal; Aqueous; Oil 


superior anti-inflammatory enzyme 


controls inflammation, 
swelling and pain 


Chymar averts or rapidly reduces 
objective and subjective signs of inflam- 
mation of all types. It dissipates edema 
and hematoma, improves local circulation, 
reduces pain and accelerates healing. Side 
effects that have been observed with 
steroid-type anti-inflammatory agents 

do not occur with Chymar. 


thrombophlebitis pelvic inflammatory 
cellulitis disease 

asthma biopsies 

bronchitis ulcerations 
sinusitis peptic ulcers 

burns dermatoses 
bruises conjunctivitis 
sprains uveitis 

fractures 


CHYMAR Buccal Crystallized chymotrypsin in a tablet 
formulated for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 Armour Units 
per tablet. 


CHYMAR Aqueous Solution of crystallized chymotryp- 
sin in sodium chloride injection for intramuscular 
use. Vials of 5cc. Enzymatic activity, 5000 Armour 
Units per cc. 


CHYMAR Suspension of crystallized chymotrypsin in oil 


for intramuscular injection. Vials of 5 cc. Enzy- 
matic activity, 5000 Armour Units per cc. 


ARMOUR PHARMACEUTICAL COMPANY . Kankakee, ILLINOIS 
Armour Means Protection 


© 1959 A.P.Co, 
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rhinall 
nose 
drops 


take a breather pardner... 


Little cold sufferers take to 
Rhinall Nose Drops 
without a fuss! Pleasant, 


fast-acting, easy to use... 
and so economical! 


Relieves nasal congestion in 
colds 

sinusitis 

allergic rhinitis 

no burning or irritation 
no after reactions 

no risk of sensitization 
Hydrochloride 0.15% 


‘Propadrine’ Hydrochloride 0.3% 
in an isotonic saline menstruum 


RHINOPTO 
COMPANY 
Dallas, Texas 


50 
i, 
erred 
¥ 


Onitis develops as a serious bacterial complication 
iN about one in eight cases of acute upper respiratory aa 
Infection.) To protect and relieve the “cold” 
tetracycline). Each: contaiss: MEMMOMYCIN® Tetris 
(125 mg.); phenacetin (120 mg. ; caffeine (30 mg.); salicytamide 
Estimate based on epidemiologic by Van Vo gh. "24 
and Frost, W, H.: Am. J. Hygiene 71:12, Jan. 1933. 


more closely approaches the ideal diuretic 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN} shows a significantly jp. 


— creased natriuresis and decreased loss of potassium mer 
bonate. In this respect it more closely approaches a natural o 
‘ideal diuretic.’ It is effective upon continuous administration ang 
causes no significant serum biochemical changes. It is effective 
in a wide variety of edematous and hypertensive states anj 
represents a significant advance in diuretic therapy.” Ford, Ry: 


: aig Pharmacological observations on a more potent benzothiadiazing 
Squibb Benzydroflumethiazide diuretic; accepted for publication by the American Heart Journal 


Comparison of electrolyte excretion pattern for the 24 hours following 


typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 
a 
1.5 
1.0 
0.4 
c N 


Urinary Volume (liters 


Natriuresis (mEq./24 hr.) 
sodium excretion significantly 
increased with Naturetin 


Potassium Excretion 


significantly increased 
with Naturetin 


(mEq./24 hr.) 


least with Naturetin 


w 


- Typical Doses: Chlorothiazide—1,000 mg.; Hydrochlorothiazide—50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 
1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 
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least with Naturetin marked increases 


<=! A single 5 mg. tablet once a day 
wand! provides all these advantages’ 


@ prolonged action — in excess of 18 hours 

@ convenient once-a-day dosage 

@ low daily dosage — more economical for the patient 

@ no significant alteration in normal electrolyte excretion pattern 

@ repetitively effective as a diuretic and antihypertensive 

Wing | @ greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 

etin' | @ potency maintained with continued administration 

@ low toxicity — few side effects — low salt diets not necessary 

@ comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 

@ in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 
and other favorable clinical effects 

@ purpura and agranulocytosis not observed 

@ allergic reactions rarely observed 


| *Reports (1959) to the Squibb Institute for Medical Research. 


Naturétin —Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids) ; in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 
veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all y 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 

drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 

regimen . . . in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 

digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 

predisposed to diabetes . .. when increased uric acid concentrations are noted . . . when signs— s 
leg or abdominal cramps, pruritus, paresthesia, rash — suggestive of hypersensitivity, are noted. Ant Sins 


Naturétin —Dosage: in edema, average dose, 5 mg., once daily, preferably in the 

morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 

maintenance, 2.5 to 5.0 mg., daily in a single dose. In hypertension: suggested 

initial dose, 5 tc 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 

we on the individuai response of the patient. When Naturetin fs added to an anti- 
hypertensive regimen with other agents, lower maintenance doses of each 

drug should be used. 


Naturétin — supplied : tablets of 2.5 mg. and 5 mg. (scored). 


ano *NATURETIN’ ARE SQUIBB TRADEMARKS. 
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serpentina 1, WIN MOTHES, J, PHARM. 11-211 3. BENEDIG, A., AND HOLLAND, 
RAWLS, W. AND EVANS, W.L, MED. 59:1789 (1959; 6. AZIMA, 
LAND F. DIS. NERY. COLABAWALLA, H. M.: J. NEUROL 
PSYCHIAT. 115-248 1958} 


PY jong 23 
OR. ! > Zi: 
ND WOODWARD, &. 8.: J 


MACLEAN, P. D 
PER THERAP. 116.46 198 
AM. AND YOUNGKEN, 
ET AL: J. AM. CHEM, 
CHEM. SOC. 77.4687 1953); 97. 
AM. PHARM. A. iSCIENT. 
BS, J. J, AM. CHEM, SOC. 
TAMELEN, £. AND HANCE, 

°55;; 34. BEIN, H. J; ANN. 
1935); 36. CHEN, G.; ENSOR 


44.659 29. HUEBNER, C. F.; 


ACAD. SCI 1955 ; 35.8 


x. SO ANA, 1§9:720 (1955 ; 36. CRONHEIM, 
G.. AND TOEKES, |. M.: J. PHARMACOL, & EXPER NHEIM, G.; ORCUTT, J. A, AND TOEKES, |. M.: PROC. SOC. EXPER 
BiOL. & MED. 87.21 11953}; 40. EARL, AE; W C. M.: J. PHARMACOL. & EXPER. THERAP. 115:55 :1955); 41, FORD, 
ETAL: M. REC. & ANN. 47:608 (1953 ; 4 ACAD. SCI. 59-22 43. GAUNT, ET AL: AM, PHYSIOL 
182.63 (1955): 44. GOODMAN, J. J; PLORSHEIA E.; PROC. SOC. EXPER. BIOL. & MED. 90:196 (1955 , 45. GOODMAN, 


L. §., AND GILMAN, A.; THE PHARMACOLOG! 


2ND MACMILLAN MPANY, NEW YORK, P. 587 (1985); 


OuRzZIS, J; SONNENSCHEIN, R., BOL & MED. 85.463 (1934; 47. KILLAM, AND KILLAM 
J. PHA DL. & EXPER, THERAP, 116.35 SEN, £.G.; DOYLE, A. AND SMIRK, ON (1955; 49. MONROE 
RR; ET, 61.56 1955:; $0. PLUMMER, A. ET AL: ANN.N. ACAD. SCE 59:8 (1984); $1. RINALDI, F., AND 


H. ANN. N. ¥, ACAD. Only time and clinical acceptance truly define (1954; 33. SCHNEIDER, J. A, AND 
RINEHART, R. K.; ARCH. NT a drug is safe and effective. Of the many Rauwolfia 61:17 , 55. SCHNEIDER, 
compounds, there is one alkaloidal fraction capable of (955 ; SC» LS: 
producing antihypertensive benefits with minimal side (1954; 59. |, AND 
WILSON, W. A, JR: ANN, purified alseroxylon complex (RAUTENSIN®).2°6 (1954; 61. Als 
ANN. N.Y. ACAD. SCL 8°. This compound is less likely to cause such side £; McCONN, & G; HUGHES, WOM; 
BEAZLEY, AND Moves effects as mental depression, lethargy, listlessness, ? 95‘; 65. FINNERTY, A. AM 


J. MEO. 17 954 and drowsiness consistently reported with ; 100, R. V. AND MOVER, J 
GP (953) FORD, IN MILD HYPERTENSION 2TH AMERIC AR 0 


68. FC 


AND GOLDMAN, R.: CAUFO ILKINS, R. Wis ANN. INT. MED. 


(Tablets containing 2 mg. purified alseroxylon complex) amie cn ee 
2.74 BA INER 173.84 (1954 76. WILKINS, ROWE 
19§2 ; 74. BARKE, J. AND IN MODERATE TO SEVERE HYPERTENSION 


AND JUDSON, W. TR. A. ® OC. NEW CARDIOVAS. 
BOSTON, MASSACHUSETTS RAI | \ | | i A XTOR 59 11983); 79. DUNCAN 


PANEL DISCUSS‘ON ON (Tablets containing 1 mg. Rautensin and 3 mg. alkavervir) ; 80. MILLER, § S. 1; FORD, ¥., ANG 

GARBER, §.T. WEST. J, SUR SUCRE, Es & MED. 89.57 (1955) 85. PREIS, E Di 
M. SOC. 55:31. 1958. 6. FORD, R. V. AND MOYER, J. Hz POSTGRAD. MED. 23:41. 


NEW ENGLAND J MES. 25 SMITH-DORSEY - a DIVISION OF THE WANDER COMPANY + LINCOLN, NEBRASKA BRIT. MJ. 1.79) 194 
FORD, AND MOYER, J. Hi: AM. HEART J. 46,754 (195°; 89. W. AND JUDSON, W. E: NEW ENGLAND J. MED. 248.48 195% 
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IN ANXIETY—RELAXATION 
RATHER THAN DROWSINESS 


brand of trifluoperazine 


‘Stelazine’ has little if any soporific effect. “. . . pa- 
tients who reported drowsiness as a side effect 
mentioned that they did not fall asleep when they 
lay down for a daytime nap. It is quite possible that, 
in some instances, ‘drowsiness’ was confused with 
unfamiliar feelings of relaxation.””! 


‘Stelazine’ is outstanding among tranquilizers be- 
cause it relieves anxiety whether expressed as 
agitation and tension or as apathy, listlessness and 
emotional fatigue. 


Available for use in everyday practice: Tablets, 
1 mg., in bottles of 50 and 500; and 2 mg., in 
bottles of 50. 


1. Goddard, E.S.: in Trifluoperazine, Further Clinical 
and Laboratory Studies, Philadelphia, Lea & Febiger, 


1959. SMITH 
KLINE & 
FRENCH 


leaders in psychopharmaceutical research 
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For restoring 
and stabilizing 
the intestinal 


ACTINEX 


Mixed culture of Lactobacillus acidophilus and bulgaricus with metabolic enzymes naturally produced. 


TABLETS & GRANULE 


For gastrointestinal disturba 
diarrhea (antibiotic induced and others),” 
fever blisters and canker sores of herpeii 
origin. 


Usual dosage for adults and ch 
Four tablets or one packet of granules 
and swallowed four times a day. | 


Supplied: Tablets in bottles of fifty—Granules in | 
boxes of twelve one gram packets. | 


(1) Siver, Robert H.: Current Medical Digest, Vol. XXI, No. 9, Seplew 
ber 1954. (2) McGivney, Jobn: Texas State Journal of Medicine, Vol. | ) 
No. 1, January 1955. (3) Frykman, Howard M.: Minnesota Medicim 
Vol. 38, No. 1, January 1955. (4) Weekes, D. J.: N. Y. State Jound 
Medicine, Vol. 58, No. 16, August 1958. 


HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore, Md. 
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Mediolateral Episiotomy: 


W. B. INMON, M.D.,t Jackson, Miss. 


Though the episiotomy is the most common obstetric operation, it is not as simple as it is often 
thought. The errors of omission or commission often result in complications 


requiring subsequent operations of repair. A complete knowledge of the 
znatomic structures involved is essential to adequate repair. 


EXCLUDING LIGATION of the umbilical cord, tions. These have been reported in 2 to 5% 
episiotomy is the most commonly performed of midline episiotomies.*® When a third de- 
obstetric operation; and, as pertains to the gree laceration occurs, from 13 to 17% will 
welfare of the mother and infant, it is of the — have complications, and of these complica- 
utmost importance. It has been estimated that _ tions, two thirds will be major ones such as 
only 3 to 9.4% of primiparas with full term _rectovaginal fistulas.5 With a mediolateral 
iced, infants can deliver without appreciable dam- episiotomy blood loss can be controlled by 
age to the pelvic supports unless episiotomy clamps and ties; pain will not be a major fac- 
is done.':? Yet, regardless of its frequency and tor if tissues are not strangulated and a true 
JLE importance, it is probably performed with —§ subcuticular suture is used to close the skin. 
less skill than any other operation done today. Good anatomic and functional results will 
Many operations have been devised to correct consistently be obtained if the operator has a 
ba the damage sustained from childbirth, but al- _-easonable knowledge of anatomy and _ is 
hers)” most no effort has been directed toward pre- aware of the direction and extent of retraction 
thers), vention. Approximately 257% of women at- of the incised structures, and the dangers of 


herpeti tending any gynecologic clinic do so because third degree lacerations are virtually elimi- 
of symptoms referable to prolapse, and these 


nated. 

symptoms may account for as much as 50% Perineal Anatomy 

of the gynecological hospital admissions.* 
ch Adequate episiotomy incision and exact an- From superficial to deep levels, the an- 

atomic reapproximation of the severed struc- _ atomic structures incised in a left mediolateral 
ad tures would almost eliminate symptomatic  €pisiotomy are as follow: skin, Colles fascia, 

pelvic relaxation. The exceptions are those the left bulbocavernosus muscle, the urogeni- 

few women, born with congenitally deficient tal diaphragm (composed of superficial and 
wales i tissues, who will develop cystocele, rectocele deep fascias enclosing the deep transverse 

and descensus of the uterus without preceding _— perineal muscle, the sphincter of the mem- 
’ childbirth. branous urethra, and the pudendal vessels and 
No. 9, Sepies The two episiotomy incisions commonly ®€rvVe), and the pubococcygeus muscle and its 
edicine, Vol 5 used are the mediolateral and the midline. fascias. The superior fascia of the pubococ- 
a owe The advantages commonly ascribed to the CY8eUS continues upward as the endopelvic 

midline one are: less pain, less loss of blood, fascia and the inferior fascia is continuous 

and better anatomic results. The great defi- with the superior fascia of the urogenital dia- 


f INt ciency is the occurrence of third degree lacera- | Phragm (Figs. 1, 2 and 3). 
. D If a midline incision is made, the super- 
ZN “Read before the Section on Obstetrics, Southern Medical ficial and deep transverse perineal muscles 
Wy vember “16-19, Yosgn] Annual Meeting, Atlanta, Ga, No- retract the cut structures directly laterally 
from the Department of Obstetrics and Gvnecology, Uni- 
versity of Mississippi School of Medicine, Jackson, Miss. with negligible distortion of the anatomic 
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structures permitting even the inexperienced 
operator to easily and accurately reapproxi- 
mate these structures. This is not true in a 
mediolateral episiotomy where there is always 
marked distortion and retraction. The bulbo- 
cavernosus muscle is transected and _ the 
medial end retracts downward and toward 
the opposite side and comes to lie with the 
severed end at a 90 degree angle to the 
posterior wall of the vagina. The superolateral 


end retracts upward and lies near the level 
of the anterior wall of the vagina and at a 
90 degree angle to the lateral wall of the 
vagina (Figs. 4 and 5). Unless the obstetrician 
is cognizant of the profound retraction and 
the final position of the severed ends he will 
at best re-establish only partial continuity, 
and in many instances he will completely miss 
the muscle. Missing or improperly reapproxi- 
mating the bulbocavernosus muscle is by far 


Z 
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the most common error made in repairing a 
mediolateral episiotomy and results in a re- 
laxed introitus, vaginal flatus, and often a 
crater-like defect in the line of the episiotomy 
incision. 

It should be emphasized that the bulbo- 
cavernosus muscle is a superficial structure 
lying just beneath the skin and separated from 
the skin by the thin layer of Colles fascia. In 
a left mediolateral episiotomy, the medial end 


wat 


can be readily demonstrated by reaching with 
an Allis clamp or a toothed forceps just be- 
neath the skin and directing the point of the 
instrument toward the right leg. The long 
axis of the instrument lies parallel to the 
posterior wall of the vagina. In this manner 
the tissue is grasped with the instrument and 
pulled toward the left leg exposing the full 
thickness of the medial end. The supero- 
lateral end of the bulbocavernosus can be 
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FIG. 3 
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demonstrated by directing the point of an 
Allis clamp or forceps just beneath the skin 
with the long axis of the instrument parallel 
to the lateral wall of the vagina. By grasping 
the tissue in this manner and pulling directly 
downward, the full thickness of the supero- 
lateral end of the muscle is readily exposed 
(Fig. 11). The bulbocavernosus is usually as 
thick and wide as the average man’s thumb 
and is second in size and importance only to 


the pubococcygeus (Fig. 14). 

The urogenital diaphragm lies beneath the 
bulbocavernosus muscle and on its medial as- 
pect is separated from it by Bartholin’s gland 
and the bulb of the vestibule (Figs. 1 and 2). 
It is difficult to demonstrate the urogenital 
diaphragm but easy to identify the pubococ- 
cygeus muscle which lies just beneath. Since 
the inferior fascia of the pubococcygeus is 
continuous with the superior fascia of the 
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FIG. 4 
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urogenital diaphragm, these structures remain 
attached to each other and thus reapproxima- 
tion of the urogenital diaphragm is auto- 
matically accomplished when the incised por- 
tion of the pubococcygeus is sutured. 

The pubococcygeus muscle and its fascias 
are the deepest tissues incised in a medio- 
lateral episiotomy and only a part of the 
muscle is cut (Figs. 3, 4, 5, 7 and 8). The cut 
ends of this muscle retract similarly to the 
bulbocavernosus but to a lesser extent, the 
uncut portion and its fascias restraining the 
lateral end as it retracts upward toward the 
symphysis pubis and the medial end as it 
retracts toward the midline. 


Technic of Incision 


Incision is made with straight Mayo scissors 
beginning at the midline of the fourchette 
and directing the points of the scissors lateral- 
ly toward a point just beneath the ieft ischial 
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Initial incision. 


tuberosity (Figs. 4 and 6). This initial inci- 
sion is superficial to the pubococcygeus and is 
so directed by two fingers inserted within the 
introitus. The pubococcygeus is then incised 
further laterally than the initial incision leav- 
ing an adequate medial end which facilitates 
reapproximation. Finally, the vaginal mucosa 
is extended according to the estimated need 
(usually one-half inch). 


Technic of Repair 


Chromic 00 suture is used throughout. Re- 
pair is begun with a continuous suture closing 
the vaginal mucosa and obliterating the dead 
space beneath. When the incised portion of 
the pubococcygeus is approached, 2 or 3 in- 
terrupted sutures are used to bring the ends 
of the muscle together and to re-establish 
continuity of the urogenital diaphragm (Fig. 
9). The continuous suture closing the vaginal 
mucosa is then continued downward and 
passed under the hymenal ring. Here it is 
subcuticular in position and is held by a 
hemostat for subsequent use. The medial end 
of the severed bulbocavernosus muscle is iden- 
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B—Bulbocavernosus, P—Pubococcygeus. 
FIG. 8 


P—Pubococcygeus has been reapproximated by interrupted 
sutures. 


FIG. 10 


B—Bulbocavernosus, P—Pubococcygeus demonstrated with 
Allis clamps. 
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B—Bulbocavernosus (First suture being continued into 
superolateral end.) 


FIG. 12 
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B—Bulbocavernosus (Second suture is being continued into 
the superolateral end.) 


tified and brought into view by the method 
previously described. A suture is placed in 
the upper (anterior) half of the medial end 
and includes its fascial covering. This suture 
is begun on the deep side, runs parallel to 
the posterior wall of the vagina, and is 
brought out just under the skin (Figs. 5 and 
10). It is then continued into its counterpart, 
the medial half of the superolateral end of 
the muscle. It enters just beneath the skin, 
runs parallel to the lateral wall of the vagina 
and emerges on the deep surface of the mus- 
cle (Figs. 5 and 11). When the suture is tied, 
the knot will be deep to the muscle. Invert- 
ing the knot keeps it away from the skin and 
prevents tying it too tightly. A second suture 
approximates the lower half of the medial 
end of the bulbocavernosus and its counter- 
part the lateral half of the superolateral end. 
The application of the second suture is iden- 
tical to the first, running parallel to the 
posterior vaginal wall in the medial end (Fig. 
12) and parallel to the lateral vaginal wall 
in the superolateral end (Fig. 13). 
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Between the sutured bulbocavernosus and 
the termination of the skin portion of the 
incision remains a defect usually about 2.5 
centimeters in depth (Figs. 4 and 14). The 
walls of this defect consist of fatty tissue and 
no important structures are involved. This 
space along with the superficial fascia is closed 
with two interrupted sutures. 

The skin is closed with a subcuticular su- 
ture beginning at the lower end of the in- 
cision and brought upward and tied to the 
suture which closes the vaginal mucosa. Care 
is taken to avoid including any part of the 
epidermis in the subcuticular suture and to 
avoid closing the skin too tightly (Fig. 15). 


Summary 


The importance of episiotomy has been 
emphasized, mediolateral and midline episi- 
otomies have been compared, pertinent an- 
atomic features have been reviewed and a 
technic for adequate mediolateral incision 


FIG. 14 


B—Bulbocavernosus. The Bulbocavernosus has been reap- 
proximated with two interrupted sutures. Allis clamps have 
been applied to the reapproximated ends to demonstrate 
the considerable size of the muscle and that exact reap- 
»roximation has been accomplished. 


SOUTHERN MEDICAL JOURNAL 


MARCH 1960 


FIG. 15 


Operation completed. 


and exact reapproximation of the incised 
structures has been described. 

Accurate reconstruction of the perineum 
requires knowledge of the anatomy of the 
area and an understanding of the altered po- 
sition of the severed ends of the muscles. It 
is absolutely necessary to identify the pubo- 
coccygeus and bulbocavernosus muscles and 
to meticulously reapproximate the cut ends 
of each. If this is accomplished good an- 
atomic and functional results are consistently 
obtained, third degree lacerations are virtually 
eliminated, and the incidence of pelvic relaxa- 
tion is greatly decreased. 
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Discussion (Abstract) 


Dr. Fred W. Hauser, Greenville, Miss. 1 appreciate 
the opportunity of discussing Dr. Inmon’s paper on 
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this important subject. I want to congratulate him 
on his concise and easy-to-understand presentation of 
this commonly performed and important operation. 
A paper or an exhibit on a common procedure has a 
built-in handicap because many might easily pass over 
this lightly, thinking, “We do that simple procedure 
most every day.” 

I would consider’ my discussion successful if it will 
play a part in directing attention to this most im- 
portant fundamental subject. Dr. Inmon, in his paper 
and with his scientific exhibit, has presented the im- 
portance of episiotomy, a comparison of mediolateral 
and midline episiotomy, pertinent anatomy, and a 
technic for mediolateral episiotomies that will con- 
sistently give good results. 

My plea, therefore, is that we all pause long enough 
to consider the points that he has made. I am es- 
pecially hopeful that something has been said that 
will stimulate many of us to review pelvic anatomy. I 
feel that this basic knowledge is all too often inade- 
quate and too hazy. I personally believe this point 
applies not only to the common procedure under dis- 
cussion, but also to the many other both major and 
minor operations in obstetrics and gynecology. 

I would like to take this opportunity to mention 
a small point I believe many obstetricians do not 
consider. I refer to the skin closure of episiotomy. 
Most physicians never consider any routine closure 
other than the time-honored subcuticular suture of 
one sort or another. This closure is adequate, and 
in the long run the same end result may be effected. 

From the standpoint of pain, I am convinced that 
interrupted vertical mattress sutures which are re- 
moved on the third or fourth postpartum day are 
preferable to subcuticular closures of chromic gut 
which are not removed. The smaller the chromic cat- 
gut used and the better the technic, the less pain 
there will be, but regardless of the size of the catgut 
and the technic, any foreign body placed this close 
to the skin is going to cause more pain than a foreign 
body in the skin. Most surgeons will agree there is 
no better closure in most instances than interrupted 


mattress sutures. We can usually agree on this even 
if we do not, for one reason or another, use this tech- 
nic. Wher the vertical mattress suture is used in the 
skin of the perineum and removed on the third or 
fourth day, it does not matter whether chromic 000 
or a less reactive suture is used, because in this length 
of time there is practically no tissue reaction to the 
000 chromic. 

This point can be easily substantiated by using the 
two technics alternately on patients and then question- 
ing the patients at the 6 weeks check-up concerning 
the amount of the pain from episiotomy. The two 
series of patients will have essentially the same amount 
of immediate postoperative discomfort, but after the 
sutures are removed, the group having had the vertical 
mattress suture will usually be over most of the acute 
discomfort, whereas the patients with the subcuticular 
suture will usually have increasing discomfort up to 
approximately 2 weeks postpartum after which the 
discomfort will gradually disappear, so that by the 
time of the 6 weeks check-up the end result is essen- 
tially the same. Patients who have had the subcuticular 
sutures after a delivery, and then interrupted mattress 
sutures that are removed after a subsequent delivery 
can immediately attest to the diminished amount of 
episiotomy discomfort, frequently in no uncertain 
terms. 


The first point in favor of this type of closure, 
therefore, is reduction in pain, which means with this 
technic there is usually no need for the various oint- 
ments and sprays of topical anesthetics, etc. that are 
frequently used for episiotomy pain. A further ad- 
vantage is that the interrupted suture does not give 
the tight closure the subcuticular suture does and 
hence allows better spontaneous or artificial drainage 
for any collection of blood, serum, or pus that might 
be present. This is also a generally accepted surgical 
principle. 

Again, let me say that I have enjoyed being here 
and having the opportunity to discuss what I feel 
to be a most important and common obstetric opera- 
tion. 
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Pellegrini-Stieda Syndrome: Report of 


Fourteen Cases Followed from Original In jury* 


ARTHUR N. HOUSTON, M.D., WILLIAM A. ROY, M.D., 
RICHARD A. FAUST, M.D.,f and DABNEY M. EWIN, M.D.,t 


New Orleans, La. 


The authors call attention to an unusual syndrome which may follow injury to the knee joint. 
It does not seem to lead to crippling or inability to work as before. 


THIS SYNDROME refers to certain radiopaque 
shadows just medial to the medial femoral 
condyle of the knee. Credit for its first 
description goes to Kohler, Pellegrini and 
Stieda reporting between the years 1903 and 
1908.1° Questions have arisen as to whether 
this x-ray opacification is calcific or osseous 
or both, and whether it is attached to or 
separated from the femur. It would appear 
to be clinically distinct from the para-articular 
calcified bursae of the knee as discussed by 
Norley and Bickel,!® Voshell and Brantigan,™ 
and Ghormley.!? 


The syndrome was first reported and un- 
derstood in Europe and was not accurately 
described in the English language until 1932. 
Brief mention of it in our language was made 
first, however, in a 1913 English translation 
of de Quervain’s surgical text.1% The first case 
was reported in the English language in 1933 
by Kulowski.5 Apparently the largest collec- 
tion is that by Finder® with 28 cases of Pelle- 
grini-Stieda syndrome. This article has an 
excellent statistical analysis but without offer- 
ing case reports. In addition, it is not known 
how many of the cases were “fresh” as of the 
time they were observed. 


It is recognized that this syndrome is related 
to many other forms of calcification or ossi- 
fication following trauma. Examples quoted 
in the literature are numerous, such as “in- 
fantryman’s shoulder,” “calvaryman’s myo- 
sitis,” calcification in the gastrocnemius mus- 
cles of ballet dancers, and below the medial 


malleolus following trauma, all mentioned by 


*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Fifty-Third Annual Meet- 
ing, Atlanta, Ga., November 16-19, 1959. 

+From the Department of Surgery, Louisiana State Univer- 
sity School of edicine. tDepartment of Surgery, Tulane 
University of Louisiana School of Medicine. Department of 
Surgery, Touro Infirmary, New Orleans, La. 
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Hamsa.* Nachlas® discusses other descriptive 
phrases as “post-traumatic para-articular ossi- 
fication” of the knee joint and “para-articular 
calcification” of the knee. He also quotes 
Shanks and Kerley as finding similar deposits 
in the soft tissues on the posterior surface of 
the tibia or the medial malleolus. Stein, Glad- 
stone and Lowry® mention other terms used 
in the literature, as “periosteal proliferation 
or an osseous metaplasia of the ligaments,” 
“fractureless callous formation,” “calcified 
hematoma,” “metaplasia of connective tissue,” 
etc. Riebel and Riebel* describe it as a “trau- 
matic ossification of the collateral tibial liga- 
ment.” 

Callen! likens this condition to “myositis 
ossificans” and “drill bone” in enlisted men 
with the deltoid muscle involved in myositis 
ossificans. He also finds similar calcification 
or ossification in the quadriceps muscle of 
football players and in the brachialis anticus 
muscle after some posterior dislocations of the 
elbow. Callen also likens this condition to the 
ossifications seen around joints in paraplegics. 
He believes that some particular ligaments 
or tendons seem more prone to this calcifica- 
tion or ossification, perhaps due to a greater 
susceptibility or exposure to direct and in- 
direct trauma. Davis, Miller and Smith" con- 
sider the condition rare, and describe it as 
“periarticular ossification of the tibial collat- 
eral ligament.” 

Nachlas and Olpp™ describe a “white fi- 
brous membrane” which invests the medial 
aspect of the medial femoral condyle of the 
knee. They find this membrane beneath the 
fascia lata and consider the Pellegrini-Stieda 
calcification to be immediately subjacent and 
adherent to this white glistening membrane. 
Much attention is given to, (1) the shape of 
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this calcification, and to (2) whether or not a 
space exists between it and the underlying 
medial femoral condyle, or (3) whether the 
calcification in this syndrome arises directly 
from and is attached to the medial femoral 
condyle itself. 


Clinical Considerations 


Etiology. It seems apparent to all that this 
syndrome is a result of trauma, direct or in- 
direct. The literature quotes single episodes 
of trauma or multiple repeated episodes of 
minor injury as being the inciting factors. All 
of our cases have resulted from a single epi- 
sode of trauma which was either direct or 
indirect or both. 

Clinical Course. The knee may be injured 
severely; on the other hand the fact that the 
knee was injured actually has been unknown 
to the patient for some days where other 
injuries have predominated. In addition to 
the injury to the medial collateral ligament 
of the knee, other ligamentary, meniscal, sy- 
novial, or soft tissue injuries may be apparent 
or lacking. Some tissue swelling might occur 
or joint effusion or hemarthrosis might en- 
sue. “Locking” of the knee might have oc- 
curred if a meniscal injury is associated and 
predominant. Pain, tenderness and limp may 
be present to a greater or lesser extent. The 
subsequent course of the disease will depend 
upon the severity of the injury to the medial 
collateral ligament, and the presence or ab- 
sence of associated injuries to the knee itself. 
The calcification or ossification will, of 
course, not be visible on the initial x-ray films 
and will be absent until follow-up films are 
taken after about 3 weeks. The calcification 
will then develop in intensity and size over 
the next few weeks or months, but will 
gradually stabilize. It has been reported that 
this calcification, or ossification as it later 
becomes in many cases, may disappear spon- 
taneously or with treatment; but its per- 
sistence is of no great clinical significance 
per se, since it merely represents the healing 
reaction to an injury. In other words, the 
fact of the calcification or ossification is of 
no great clinical significance, whereas the 
clinical findings referable to the knee are of 
the utmost importance in determining the 
outcome of the clinical course. 


Treatment 
The early treatment of the Pellegrini-Stieda 
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syndrome, of course, must be accomplished 
without such a diagnosis having been made. 
Therefore, the treatment should be exactly 
the same as for any injury to the knee with 
cold applications, rest, immobilization, anal- 
gesics, diathermy, aspiration, intra-articular or 
local injections if thought advisable, etc. Any 
meniscal injury should be treated accordingly. 
Once the radiopacification of the Pellegrini- 
Stieda syndrome appears, it becomes more 
apparent that the region of the superior at- 
tachment of the medial collateral ligament of 
the knee has been involved, and the healing 
reaction is evident in the form of the calcifica- 
tion. Ultrasonic treatment or x-ray therapy or 
a continuance of the usual physiotherapeutic 
measures may be continued at this time. 
Disappearance of the opacification as shown 
by the x-ray is described but has not occurred 
in our experience. Since we consider the pres- 
ence of this calcified mass to be of no signifi- 
cance per se, we see no need for its surgical 
excision. We feel strongly on this point which 
seems confirmed by others, since reappearance 
of the radiopacification, usually larger and 
more dense, is frequently noted postopera- 
tively. As in other knee injuries, progressive 
resistive quadriceps exercises are of the utmost 
importance in returning equal or greater 
strength to the affected lower extremity, since, 
according to Watson-Jones,!® the muscles are 
the “first line of defense.” 


Case Reports 


Case 1. (Indirect trauma) J. C. P., a 47 year old 
white man, was injured on April 30, 1956, when some 
100 pound sacks fell on the lateral aspect of the left 
knee and twisted it into valgus. He was found to have 
minimal hydrarthrosis of the left knee and _ initial 
x-ray studies the day following injury showed only 
minimal degenerative hypertrophic arthritis (Fig. 1). 


FIG. 1 


Case 1 3 


He was treated with a cylinder cast for 3 weeks, dia- 
thermy, and injection of hydrocortisone and 2% lido- 
caine HCl (Xylocaine) into the left knee joint. 
Subsequent x-ray examination on June 11 (6 weeks 
following injury), revealed the typical calcification of 
Pellegrini-Stieda syndrome. The patient was treated 
with 5 injections of hydrocortisone and 2% lidocaine 
HCl (Xylocaine) into the area of calcification, dia- 
thermy, and progressive resistive quadriceps exercises 
going up to 70 pounds by Aug. 28, 1956. He also re- 
ceived hydrocortisone and aspirin by mouth. 

His last visit (April 1, 1957), approximately one 
year following injury, revealed only a complaint of an 
occasional ache over the medial femoral condyle, but 
no swelling or prominence in this area. The thighs 
and calves were equal in measurement bilaterally and 
there was no ligamentous instability. There was 
normal motion except for the last 10 degrees of 
flexion on the left. X-ray films at this time revealed 
the calcification to be unchanged. 

Case 2. (Direct and indirect trauma) W. H., a 59 
year old Negro was injured on Jan. 7, 1954, when some 
cargo fell and struck his left leg laterally and knocked 
the left knee against a board. He continued working 
the rest of the day, and the following morning noted 
increased pain and stiffness of the knee. 

Initial x-ray studies on Jan. 18 (11 days after injury), 
were negative. He had no hydrarthrosis and was 
treated with diathermy, whirlpool baths, heat at home, 
and aspirin. Subsequent films on Feb. 9 (33 days after 
trauma), revealed a tiny Pellegrini-Stieda calcification. 
He was treated with an injection of hydrocortisone 
and 2% lidocaine HCI into the calcified area, adeno- 
sine-5-monophosphate (My-B-Den), hydrocortisone or- 
ally, and progressive resistive quadriceps exercises. 
He was last seen on April 21, 1956 (2 years, 3 
months after trauma), at which time he reported no 
pain nor loss of working time due to his left knee. 
The ligaments were stable and he could do a full 
squat. Measurements indicated one-half inch atrophy 
of the left thigh and three-fourths inch atrophy of the 
left calf as opposed to one-quarter inch atrophy of 
each, 2 years previously. Final x-ray examination at 
this time revealed the density of the calcification to 
be decreased slightly, but still present. 

Case 3. (Indirect trauma) H. W., a 52 year old 
Negro was injured on Feb. 29, 1956, when a co-worker 
threw a sack of coffee which hit his left leg, “twisting” 
his left knee. The first x-ray picture was taken the day 
following injury and showed only a pre-existing calci- 
fied prepatellar bursa (Fig. 2). He had no hydrar- 
throsis. 

Subsequent x-ray examination 8 weeks following in- 
jury, on April 26, revealed development of typical 
Pellegrini-Stieda calcification. The patient was treated 
with diathermy, heat at home, aspirin, prednisone by 
mouth, a single injection of hydrocortisone and 2% 
lidocaine HCl (Xylocaine) into the calcified area, an 
elastic bandage and quadriceps exercises. The last 
x-ray studies on Nov. 17 (9 months after trauma), re- 
vealed slightly increased density with development of 
“osseous pattern.” 


When last seen on June 11, 1957, 15 months follow- 
ing injury, he reported that he “feels fine,” but the 
knee is “slightly sore at times.” He is working at the 
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FIG. 2 


Case 3 


same job and there is no atrophy of the thigh and no 
limp. The ligaments of the knee are stable and he can 
do a full squat with ease. 

Case 4, (Direct trauma) W. H., a 47 year old Ne- 
gro, was injured on Dec. 9, 1953, when a load of Celo- 
tex fell and injured his nose, shoulders, and neck, all 
relatively minor injuries. He did not mention his knee 
until 5 days later when a diagnosis of contusion and 
abrasion of the left knee with minimal edema locally 
was made. He never had hydrarthrosis. He was men- 
tally very dull which handicapped his understanding 
of instructions. 

The first x-ray film of his knee was negative 12 days 
following the injury. The next x-ray picture on Jan. 
15, 1954, 5 weeks following the injury, revealed calci- 
fication of Pellegrini-Stieda syndrome. He was treated 
with infra-red, diathermy, a single injection of hydro- 
cortisone and lidocaine HCl (Xylocaine) into the in- 
volved area, hydrocortisone by mouth, 3 x-ray treat- 
ments, progressive resistive quadriceps exercises, as- 
pirin, heat at home, and elastic bandage. 

He was last seen on April 21, 1956, complaining 
only of slight pain in the area of calcification in damp 
weather. He was doing the same work and reported 
no loss of time because of his left knee. The left thigh 
was one-fourth inch smaller in circumference than the 
right, which was not considered significant. There was 
no prominence of the involved area and the ligaments 
of the left knee were stable. He had a normal squat 
without difficulty. X-ray examination at this time (2 
years and 4 months after injury) revealed no change 
in the calcification. 


Case 5. (Direct and indirect trauma) A. B., a 51 
year old colored man, was injured on April 1, 1953, 
when several 100 pound sacks fell and struck directly 
on the anteromedial aspect of his right knee. He had 
no hydrarthrosis and the first x-ray film made on 
April 11 (10 days after injury), was negative. The pa- 
tient was mentally dull. He had an old division of 
the tibialis anterior and extensor hallucis longus ten- 
dons at the level of the right ankle. 

The next x-ray examination on April 24 (23 days 
after injury), revealed the typical Pellegrini-Stieda 
calcification. He was treated with diathermy, heat at 
home, elastic bandage, and resistive quadriceps exer- 
cises. He was last seen on Sept. 2, 1953 (5 months 
following injury), at which time the ligaments were 
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stable; he had normal motion, and no atrophy. The 
last x-ray film on Aug. 31 (5 months after trauma), 
revealed the calcification to be still larger and denser. 


Case 6. (Indirect trauma) W. B., a 61 year old 
Negro, was injured on Jan. 22, 1955, when he caught 
his right foot and twisted the right knee in excessive 
valgus. The first x-ray film on Jan. 29 (7 days follow- 
ing injury), showed only some osteoarthritis. He had 
an abnormality of the same toe and foot. He was 
treated by diathermy, heat at home, aspirin, elastic 
bandage, and corrections of shoes. 


Subsequent x-ray examination on March 2 (7 weeks 
after trauma), revealed typical Pellegrini-Stieda syn- 
drome. The patient was treated with adenosine-5- 
monophosphate (My-B-Den), 3 x-ray treatments and 
exercises. He was last seen on April 11 (3 months fol- 
lowing trauma), at which time his knees were sym- 
metrical; there was no atrophy and he had a full range 
of motion. The ligaments were stable and no swelling 
was present. The last x-ray study on April 1 (11 weeks 
after trauma), revealed the calcification to be of the 
same size with increased density. 

Case 7. (Indirect trauma) P. J. L., a 52 year old 
white man, injured his right knee on June 15, 1954, 
when his left leg went through a hole in an attic floor 
and his right leg was acutely flexed under him. He 
came in with a hemarthrosis of the right knee which 
was aspirated; hydrocortisone and 2% lidocaine HCl 
(Xylocaine) were injected into the knee joint. 

His initial x-ray films on the day of trauma were 
negative. He was treated with diathermy, an elastic 
bandage, and heat at home. Subsequent x-ray study 
on Aug. 6 (7 weeks following trauma), revealed typical 
Pellegrini-Stieda calcification in the right knee. He 
was put on resistive quadriceps exercises and started 
on a course of x-ray therapy which he stopped after 
only one treatment. When last seen on Aug. 11 (8 
weeks after injury), he had a complete range of mo- 
tion with tenderness over the right medial femoral 
condyle. There was no ligamentous instability. There 
was three-eighths inch atrophy of the right thigh with 
no atrophy of the calif. 

Case 8. (Direct trauma) H. L. W., a 53 year old 
white man, was injured on June 15, 1955, when he fell 
and struck his left medial femoral condyle. He had no 
hydrarthrosis and the first x-ray films taken on July 6 
(3 weeks after trauma), revealed the typical Pellegrini- 
Stieda calcification. 

He was treated with diathermy, daily ultrasonic 
therapy over the calcification for 34 days, heat at home, 
aspirin, and progressive resistive quadriceps exercises. 
His last x-ray examination on Aug. 12 (8 weeks follow- 
ing trauma), revealed the calcification to be increasing 
in size and density. The patient deserted treatment 
Sept. 2, 1955, at which time he was working, apparently 
on the same job. He had equal measurements of his 
thighs and calves and on his quadriceps exercises was 
lifting 40 pounds with the left and 60 pounds with the 
right leg. 

Case 9. (Indirect trauma) M. LeB., a 56 year old 
white man, was injured on June 17, 1954, when he fell 
off a bucket in such a manner that all of his weight 
fell on his left leg and strained his left knee. He had 
no significant hydrarthrosis. His initial x-ray films on 
the day of injury were negative. He was hospitalized 
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at Touro Infirmary for 8 days and placed in a cylinder 
cast for 3 weeks. His next x-ray examination on Aug. 
24 (2 months after trauma) revealed typical Pellegrini- 
Stieda calcification. 

He was treated by diathermy, heat at home, x-ray 
therapy, elastic knee cap, and quadriceps exercises. His 
last x-ray examination on Oct. 8 (4 months following 
trauma), revealed the process to be stable. He was last 
seen at home on Nov. 26, 1957 (3 years, 5 months after 
injury), complaining of slight pain approximately one 
inch below the calcium deposit and occasional “weak- 
ness” of the left knee. He reported no loss of time from 
work because of his knee and was doing the same type 
of work as before (crane operator). The knees were 
symmetrical and there was no prominence of the left 
knee. He was able to do a full squat with ease. There 
was questionable laxity of the left medial collateral 
ligament, but no atrophy of the thigh or calf. 

Case 10. (Indirect trauma) F. T. W., a 54 year old 
Negro, was injured on Dec. 4, 1954, when he caught his 
right foot and twisted his right knee. No x-ray films 
were made initially. He developed hydrarthrosis which 
was aspirated, and hydrocortisone and 2% lidocaine 
HCI were injected into the joint. X-ray studies made 
on Feb. 3 (2 months after trauma), revealed typical 
Pellegrini-Stieda calcification. It also showed osteoarth- 
ritis of both knees. The patient gave a history of an 
old “dislocation” of the left (opposite) knee 5 years 
previously. 

Hydrocortisone and 2% lidocaine HCl were injected 
into the area of calcification on 9 different occasions; 
the patient was treated with diathermy, aspirin, 
adenosine-5-monophosphate (My-B-Den), elastic band- 
age, hydrocortisone by mouth and 3 x-ray treatments. 
The right knee joint was explored on July 11 (7 
months following trauma), and found to have a torn 
medial meniscus; a menisectomy was done (by Dr. 
George D. B. Berkett). Postoperatively, the patient was 
put on progressive resistive quadriceps exercises and 
by Nov. 23, 1955 (four and a half months postopera- 
tive) he could lift 30 pounds with the affected leg. 
Interval films had shown increased density of the cal- 
cification. The patient was last seen on June 2, 1956 
(one and a half years after trauma), at which time he 
complained that working too long or doing too stren- 
ous work caused pain in both knees. He was working 
at his same job 2 to 3 days a week. He was able to 
squat about half way down, limited on both right and 
left. There was no atrophy, no asymmetry and no 
prominence of the knee. The ligaments were stable. 
His last x-ray examination on June 2 revealed the pro- 
cess to be stable. 

Case 11. (Direct trauma) A. G., a 57 year old 
Negro, was injured on Dec. 10, 1957, when he slipped 
and struck his left knee medially. This could also have 
caused an indirect twisting type of injury, but he does 
not recall such. He developed hemarthrosis and hy- 
drarthrosis, which were aspirated. Hydrocortisone was 
instilled into the knee joint along with 2% lidocaine 
HCl. X-ray films made on the day of the first office 
visit (3 days after trauma) were negative and films 
made 10 days later were still negative. 

Finally, on the 31st day after trauma, the third x-ray 
study revealed the opacification typical of Pellegrini- 
Stieda syndrome. Several other films were made, the 
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last being on April 24, 1958. These films show a sta- 
bilization of the process. Treatment throughout con- 
sisted of rest, heat, diathermy, aspirin, crutches, inten- 
sive ultrasonic treatment and supervised progressive 
resistive quadriceps exercises, in addition to the as- 
pirations and injections into the knee joint as men- 
tioned above. He was seen last on June 6, 1958, and 
at that time was feeling well and able to resume his 
usual occupation. He had full range of motion and 
was able to accomplish a full squat with ease. The 
knees were symmetrical with some minimal question- 
able laxity of the left knee medial collateral ligament. 


Case 12. (Indirect trauma) B. F. D., a 44 year old 
white man, was injured on March 10, 1958, when he 
fell through a hole in the floor and twisted his right 
knee into valgus, striking it anterolaterally. X-ray ex- 
amination on the day of injury was negative and was 
still negative on the 9th and 16th days after trauma. 
Finally, on April 2, the 23rd day following injury, the 
fourth x-ray study revealed the opacification typical of 
Pellegrini-Stieda syndrome. Additional diagnoses were 
prepatellar bursal hematoma and bursitis of the right 
knee as well as hydrarthrosis of the knee joint. 

He was treated with rest, diathermy, heat at home, 
elastic bandage, aspiration of the blood from the 
bursa and fluid from the knee joint with instillation 
of hydrocortisone and 2% lidocaine HCl. He was also 
given an injection of the same locally into the site of 
the Pellegrini-Stieda opacification and was given hydro- 
cortisone by mouth. On May 3, 1958, he insisted that 
he be allowed to return to work, which he did. At that 
time, he had a normal range of motion with a full 
squat and no ligamentary instability. He had 2 cm. 
less circumference of the right thigh, but did not wish 
to continue treatment in the form of progressive re- 
sistive quadriceps exercises. He was last seen on March 
19, 1959, with no complaints. He was doing the same 
work and had lost no time. The knees were symmetri- 
cal with no local prominence over the Pellegrini-Stieda 
site. He had full motion of the knee and was able to 
accomplish a full squat. The ligaments were stable. 
The knees and calves measured equally, but the right 
(affected) thigh still measured 2 cm. less than the 
opposite one. X-ray films at this time, one year after 
trauma, showed “mature” opacification of the Pelle- 
grini-Stieda type, larger and more dense than on the 
x-ray films made 25 days following trauma. 

Case 13. (Indirect trauma) E. N., a 44 year old 
Negro, was injured on Aug. 13, 1958, when a chest of 
drawers fell and struck him above the left knee, strain- 
ing the medial collateral ligament. X-ray films made 
at the first office visit, one day later, were negative, 
but were positive on Sept. 10 (28 days after trauma), 
revealing opacification typical of Pellegrini-Stieda syn- 
drome. The last films taken on Nov. 20, revealed a 
slight increase in length but no change in the density 
of the opacification. He also developed a mild hydrar- 
throsis which disappeared without aspiration. 

He was treated with diathermy, heat at home, elastic 
bandage, aspirin, bed rest, and supervised progressive 
resistive quadriceps exercises. He had two injections of 
hydrocortisone and 2% lidocaine HC1 locally into the 
site of opacification. When last seen on Dec. 2, 1958, 
he had only slight occasional aching with cold weather. 
There was no significant local prominence nor tender- 
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ness over the medial femoral condyle. There was no 
free fluid in the knee joint nor any asymmetry. The 
ligaments were stable and he was able to accomplish 
a full squat with ease. The knees and calves measured 
equal, but he had about three-eighths inch less cir- 
cumference of the left (affected) thigh. He had re- 
turned to the same type of work as previously. 

Case 14. (Indirect trauma) W. M. B., a 39 year 
old white man, was injured on Sept. 14, 1958, when he 
slipped and fell with his left leg twisted under his but- 
tocks, straining the medial collateral ligament of the 
left knee. X-ray examination on the day of injury was 
negative, but films on Oct. 9 (25 days after trauma), 
revealed the opacification typical of Pellegrini-Stieda 
syndrome. The last films taken on Feb. 17, 1959, re- 
vealed this to be more dense, more mature, and better 
circumscribed. 

It was thought he may have sustained some addi- 
tional internal derangement of his left knee, perhaps 
a medial meniscal injury. This suspicion of further 
injury actually did not arise until several months after 
trauma following the patient’s discharge from our 
care. Operation on the meniscus was contemplated 
but cancelled in mid-February, 1959, because of con- 
tinued improvement. His treatment initially and sub- 
sequently consisted of diathermy, heat at home, elastic 
bandage, aspirin and consultation with an orthopedist. 
When last seen he was on resistive quadriceps exer- 
cises and feeling better than he had been. Between 
one month and 3 months after trauma he had had 
some episodes resembling “locking.” When last seen 
in this office on Feb. 17, 1959, his pain and tenderness 
were minimal and located just medial to the patella, 
over the joint line and not over the Pellegrini-Stieda 
site. Over this latter site he was asymptomatic, non- 
tender, and had no prominence nor asymmetry. He 
had no apparent limp and was able to do a full squat, 
but with some discomfort. The ligaments were stable 
but the left thigh and calf measured one-half inch 
less in circumference. His work was light as it had 
been in the past few months with no full loss of time 
from work. 


Discussion 

It is our feeling that the entity described 
by Kohler, Pellegrini, Stieda, and others is in 
actuality not a disease but a syndrome. We 
believe it is not localized to the knee itself, 
but may be present in any part of the body 
as a healing reaction, or as an unusual reac- 
tion to trauma. We do not know why some 
ligaments in certain people heal with this cal- 
cification and ossification, whereas in others 
such a finding is not encountered, although 
the ligamentary injury might have been as 
severe or more so. This perhaps represents 
an idiosyncrasy peculiar to certain people or 
joints. We have no experience referable to 
surgical excision of this calcification or ossifi- 
cation since in only one case, Case 10, was an 
operation done. This patient had excision of 
a medial meniscus which had been torn, and 
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no exploration of the superior attachment of 
the medial collateral ligament was done in 
the region of the calcification. None of our 
patients showed disappearance of the calcium 
and, as a matter of fact in only one case (Case 
2) was there a slight decrease in the calcifi- 
cation 2 years and 3 months following the 
injury. We do not consider this fact signifi- 
cant since it is the clinical result following 
injury of the knee which must be evaluated 
and not the presence or absence of the radio- 
pacification. 

Of our 14 cases, 9 persons are back at work 
doing the same job they had been doing be- 
fore with few if any complaints. Of the 5 re- 
maining cases, one patient, Case 6, claims he 
is unable to work, despite the absence of clini- 
cal findings to confirm his subjective com- 
plaint. In another case, Case 7, the patient 
did not return for final evaluation and was 
apparently not working 2 months after the 
injury. At that time, it seemed he was im- 
proving and that he would not have any per- 
manent disability. Another patient, Case 5, 
was not seen after 5 months following trauma. 
At that time, it was thought he could return 
to the same work which he had been doing, 
but he had not done so. Another patient, 
Case 10, had multiple other associated factors 
which influenced his inability to continue 
doing the same work as previously. The pa- 
tient in Case 14 was still under treatment 
and on light work from an associated injury 
at the time of this report. 

These associated injuries seem to be the 
most important factor and will influence not 
only the treatment but the eventual outcome 
of the clinical course. If the only injury has 
been to the medial collateral ligament, either 
by contusion or strain, the healing reaction 
should be complete and leave no sequelae. 
We have no cases in which we feel that the 
ligamentous injury was a complete avulsion. 
All have been thought to be incomplete in- 
juries of the medial collateral ligament with 
no instability of the collateral ligament en- 
suing. If such a complete avulsion of the 
medial collateral ligament were diagnosed, ap- 
propriate therapy should be undertaken, such 
as immobilization in plaster, or surgery, if 
specifically indicated. If the healing reaction 
to a completely avulsed ligament were satis- 
factory, the presence of a calcification at this 
area should not influence the final outcome. 
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The early treatment of this condition 
should be the same as for other injuries of 
the knee with the diagnosis, of course being 
unknown at the time, referable to the Pelle- 
grini-Stieda syndrome. The late treatment 
should be directed toward adequate rehabili- 
tation and not necessarily specifically toward 
the presence of the calcification or ossifica- 
tion. Emphasis on progressive resistive quad- 
riceps exercises is urgently recommended. 


Summary 
Etiology— 
Trauma 
Direct (a bump) 
Indirect (a twist) 
Clinical Course— 

1. Depends on the severity of the origi- 

nal trauma. 

2. Pain, tenderness, limp, and lump. 

3. X-ray becomes positive in about 3 

weeks. 

4. X-ray appearance progresses and 

stabilizes over next few months. 

5. Patient does the same. 

Treatment— 
Early 
As with any knee injury. 
Late 
1. Physical therapy (many modali- 
ties. 
2. Stress quadriceps build-up. 
Similar Conditions— 
1. Myositis ossificans. 
Calcified hematoma. 
“Fractureless” callus. 
Osseous metaplasia. 
Post-traumatic para-articular ossifica- 
tion. 
6. Calcific tendonitis. 

The history, clinical course, treatment, and 
lack of disability of Pellegrini-Stieda syndrome 
are discussed. Fourteen newly developed cases 
are presented. The newness of these cases is 
made evident by x-ray examinations which 
changed from negative to positive in 12 cases, 
whereas in the remaining 2 cases no original 
x-ray films were obtained. In this latter 2 the 
recent development is made evident by the 
fact that the calcification increased in size or 
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density or both, during the course of observa- 
tion and late x-ray examinations following a 
single acute injury. To our knowledge this is 
the largest reported single series of cases of 
“fresh” Pellegrini-Stieda syndrome. 
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Discussion (Abstract) 


Dr. Paul Reith, Atlanta, Ga. The implications of 
recent basic molecular research as it relates to such 
clinical conditions as aberrant calcification in general, 
and to collagen and nucleation methods in particular, 
are stimulating and deserve recitation. In recent years 
the interest of physical chemists, biophysicists, bio- 
chemists, molecular biologists and others has been at- 
tracted to this field of molecular biology and a study 
of the role of macromolecules. 

Connective tissue and especially collagen has changed 
from a dull, uninteresting material to a protein in 
which the detailed fine structure of the molecule it- 
self is subjected to x-rays by the defraction method 
and the use of other physical means including electro- 
phoreses, light and electron microscopy and use of the 
ultracentrifuge and nuclear magnetic resonance ap- 
paratus to understand how it behaves. The osseus 
skeleton, as well as aberrant calcifications, involves 
primarily the protein collagen, which makes up 30% 
of the body protein, and the mineral hydroxyapatite. 
The manner in which collagen takes up minerals in 
any situation is of especial importance to the musculo- 
skeletal system. 

Gross has shown that collagen is made or elaborated 
by cells as a long, thin macromolecule. These form in 
the connective tissue and tend to aggregate end-to-end 
to form long threads of collagen. He has shown that 
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if, to a cold saline extract of skin, salt is added and 
the extract warmed to 37°, a gel of collagen fibrils is 
precipitated. This type of research makes collagen and 
connective tissue come to life, in a sense. 


The deposition of collagen where it should not be, 
for example, in the walls of blood vessels; and the 
deposition of collagen where it should be, for ex- 
ample, in wound repair as in stretched or torn liga- 
ments or fascia poses another big problem. This prob- 
lem is being approached by an attempted control of 
enzymatic processes, hormonal processes, and physical 
chemical processes dealing with the balanced give- 
and-take mechanisms which control us. Control of the 
process by which collagen is laid down in the right 
place in developing organism will affect not only 
wound repair but undoubtedly such entities as rheu- 
matoid diseases, atherosclerosis, and the aging process 
which, according to some authors, may well be the 
resultant of an active process rather than simply a 
wear and tear of the human machine. 

How is it that calcium ions and phosphate ions in 
the blood aggregate to form aberrant calcifications, or 
to form skeletal bone for that matter? Traditionally, 
it is stated that tricalciumphosphate, or hydroxy- 
apatite, form the mineral content of bone, but bone is 
not tricalciumphosphate. 

According to Glincher, calcium and phosphate ions 
are under the delicate and specific control of collagen. 
The particular groups of the collagen, e.g., the side 
chains of the collagen molecule, according to Glincher, 
interact with each other in such a way that calcium 
and phosphate ions, in a sense, are introduced to each 
other to form what physicists call a nucleus. After 
nucleation occurs, the remainder of the process, that 
is, the continued growth of nuclei into crystals, is 
automatic—it is a continuous physical chemical 
phenomena—that is, once the collagen initiates the 
formation of the calcium phosphate nuclei of apatite, 
e.g., the bone mineral, from the calcium and _ phos- 
phate ions in solution in the extracellular fluids, fur- 
ther crystal growth occurs spontaneously. Immobility 
appears to enhance this crystal growth. This represents 
the fundamental mechanism of mineralization. 

The ground substance or viscous matrix of the con- 
nective tissue in which the collagen fibroids are sus- 
pended is the site of complex chemical reaction deal- 
ing with carbohydrate, so-called polysaccharide, chem- 
istry or metabolism. This ground substance is the 
necessary part of connective tissue for providing a suit- 
able ion exchange matrix between the cell and the 
circulation. 

The matter of wound healing, be it skin wound or 
connective tissue wound healing, or fracture healing, 
is affected by these new advances in our understand- 
ing of collagen and nucleation methods. Wound or 
tissue healing is simply a case in which the collagen 
pattern must be rebuilt. 

Pellegrini-Stieda syndrome appears to be an ex- 
ample of aberrant calcification at the site of liga- 
mentous wound healing. 

The authors of this report show wisdom in their 
conservative treatment approach, their awareness for 
concomitant joint disease, and in their accurate re- 
porting on 14 cases of a relatively rare entity. 
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Motivational Aspects of Suicide 
in Patients During and After 
Psychiatric “Treatment 

WILLIAM D. WHEAT, M.D.,t Baltimore, Md. 


In recent years much study has been given to the psychiatric aspects of suicide. The minority of 
suicides have had the advantages of psychiatric consultation and care. This study is a key one 


in its evaluation of suicidal patients who had psychiatric management, and thereby 
provides valuable information related to the situations which 


motivate the taking of one’s life. 


Introduction 


THE TREMENDOUS VOLUME OF LITERATURE de- 
voted to suicide attests to the interest this 
tragic phenomenon holds for students of be- 
havior. There are many facets to the problem 
and any number of approaches to its study. 
Much excellent and thoughtful work on sui- 
cide has appeared over the years, from Durk- 
heim’s! classic sociologic study to Mennin- 
ger's? popular formulation, to the recent 
edited compilation of Shneidman and Farbe- 
row? who consider theoretical and clinical as- 
pects. It is encouraging that a great amount 
of this work has been produced in the very 
recent past. 


This study covers only one aspect of suicide 
approached from a clinical point of view in a 
group of patients receiving psychiatric study 
and treatment. It is necessary to keep these 
facts in mind to put the material in proper 
perspective. By examining in some detail the 
empirical facts available, the author under- 
took to clarify some outstanding motivational 
factors in therapeutic situations in which the 
patient’s suicide was the final outcome of the 
therapeutic endeavor. 


A recent study by Motto and Greene? indi- 
cates that only 9% of suicides have seen psy- 
chiatrists in the 6 months preceding their 
death. When the general problem of suicide 
is considered this series represents a relatively 
small percentage and a highly selected group. 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 

, tFrom the Department of Psychiatry, Johns Hopkins Univer- 
sity School of Medicine, Baltimore, Md. 


However, patients who do reach treatment 
channels and then suicide are of utmost con- 
cern to clinical psychiatrists for obvious 
reasons. 


Method and Scope of the Study 


The patients admitted to the Henry Phipps 
Psychiatric Clinic, The Johns Hopkins Hos- 
pital, between 1946 and 1958, known to have 
committed suicide while inpatients or within 
6 months following discharge constitute the 
group for this study. A few known to have 
committed suicide more than 6 months after 
leaving the clinic were excluded because of 
the difficulty in obtaining and assessing in- 
formation about their clinical status, life cir- 
cumstances and therapeutic contacts. 

The observations and facts comprising this 
study have been obtained from the detailed 
material in case records supplemented by my 
conversation with therapists and senior advis- 
ors to therapists, which frequently revealed 
significant facts and attitudes concerning the 
therapeutic situation. In addition to the 
standard historical and clinical data there are 
2 sections in each of our case records that 
proved especially useful. One is called the 
Personal Diagnostic Formulation in which the 
physician records his own view of the pa- 
tient’s illness and personality problems and 
states his treatment aims and plans. The other 
is called Therapy and Progress in Personal 
Adjustment and is written at the time of the 
patient’s discharge. It contains the therapist's 
interpretations of the course of treatment, the 
how and why of therapeutic management and 
the patient’s response. In addition the graphic 
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behavior charts and descriptive observations 
recorded daily by the nurses are sensitive in- 
dicators of changes and reactions of patients 
during their treatment. 


General Characteristics of the Patients 


During the 12 year period (1946-1958), 30 
patients are known to have committed suicide 
while inpatients or within six months after 
discharge. Nine (30%) did this prior to dis- 
charge and 21 (70%) afterward. Of the dis- 
charged patients, 63% had committed suicide 
within one month. During this time 2,996 pa- 
tients were admitted for treatment, which 
gives a suicidal rate of 100 per 10,000 patients 
treated if recently discharged patients are in- 
cluded, and a rate of 30 per 10,000 within the 
hospital which compares with the 32 per 
10,000 reported from a state mental hospital 
in Washington.® 

Of the 30 patients, 18 were men and 12 
were women, one third were in professional 
occupations (including 6 physicians), and 
two thirds were married. They ranged in age 
from 20 to 75, the average age of the males 
being 52 while the average age of the females 
was lower, at 38 years. Fifty per cent were on 
the private service whereas the usual ratio is 
one private patient to 4 semiprivate patients. 

Twenty (66%) had a primary diagnosis of 
depression; 12 were considered neurotically 
depressed, 8 were psychotically depressed and 
only one of those was classified as having a 
manic-depressive reaction. Four patients re- 
ceived neurotic diagnoses with marked de- 
pressive features noted in 3, 3 were schizo- 
phrenic, and the remaining 3 were classified 
as having personality disorders. Interestingly, 
17 of the 18 men had primary diagnoses of a 
depressive reaction and all of the schizo- 
phrenic and personality disorders were in 
women. 

The average length of hospitalization in 
our clinic during the 12 year period was 102 
days and this group is comparable in having 
an average stay of 115 days. 

This series shows significant difference 
when compared with the general clinic popu- 
lation. It contains more men, more individ- 
uals of upper socio-economic status, more pro- 
fessional people, and a much higher propor- 
tion of depressed patients, both neurotic and 
psychotic. These findings are in keeping 
with sociologic, statistical and psychiatric 
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studies*® done on larger, less highly selected 
populations. 

Thirty per cent of these patients had made 
previous suicidal attempts and another 26% 
expressed suicidal ideation to families, physi- 
cians or nurses before or during their hospi- 
talization. Another 10% expressed thoughts of 
suicide to other patients which did not reach 
medical personnel until after the fact. There- 
fore, at least two thirds communicated sui- 
cidal intent through words or action which is 
significant even though it is lower than in 
other reports.!° This may be explained in part 
by the fact that they were an intellectually 
and socially sophisticated group, many of 
whom were adept at concealing and inhibit- 
ing “unacceptable” emotional displays. 

The “death trend” described by Moss and 
Hamilton" in which the death or loss, under 
dramatic circumstances, of individuals closely 
related to the patient was found in 95% of 
their seriously suicidal patients. This interest- 
ing feature was looked for in this series. Un- 
fortunately no accurate figures could be ob- 
tained about the early loss of someone close, 
but a loss through death was a significant fac- 
tor in the development of the present illness 
in 36% which is in contrast to the 60% re- 
ported by others.1!:12 The physicians treating 
these patients may not have been looking for 
a “death trend” since 50% of the patients 
were not considered seriously suicidal, and 
this may account for the disparity. 


Motivations in Therapeutic Situations 


Seven (23%) of the series left the hospital | 


in less than 30 days, 2 committing suicide in 
the clinic and 5 after discharge. The serious- 
ness of the suicidal risk was recognized in only 
3 of these 7 cases. A striking difficulty in eval- 
uating the suicidal risk of a patient at the 
outset of treatment was present in at least 3 
of the cases and is aptly illustrated by the 
following example: 

A 62 year old housewife was admitted to the private 
psychiatric service as a transfer from the medical serv- 
ice following a suicidal attempt with a moderate over- 
dose of sedatives. She had complained of persistent 
neck pain for the past 7 years for which she had con- 
sulted many physicians without relief. Medical evalua- 
tion revealed no evidence of organic disease. 

A psychiatric consultation recommended evaluation 
and treatment in the psychiatric clinic. She interpreted 
this to mean she was hopeless and “losing her mind.” 
Her suicidal attempt occurred a few hours following 
the consultation. 
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Her therapist evaluated her complaints of neck pain 
as originating 7 years before when she had an inter- 
personal conflict with a choir director in her church, 
resulting in her feeling humiliated and quitting 
church work which had been her chief social activity. 
The therapist described her as a rigid, obsessive, re- 
sentful martyr who was filled with “stiff-necked 
pride.” Because of the chronicity of her illness and 
difficulty she had in accepting psychiatric treatment, 
her physician outlined a therapeutic program empha- 
sizing social rehabilitation through clinic activities 
rather than stressing intensive psychotherapy. She went 
along with a graduated program of clinic activities 
although complaining of neck pain. One of the thera- 
peutic tactics was an avoidance of any discussion of 
her physical complaints. 

Two weeks after admission she was removed from 
suicidal observation so her activity participation could 
be expanded in the hope that her resistance to treat- 
ment would diminish. One week later she drowned 
herself in the bathtub. Suicidal notes and statements 
by the patient during hospitalization emphasized the 
shame, humiliation and hopeless defeat she felt about 
being considered psychiatrically ill. 

Comment. In examining this case retro- 
spectively, the suicidal risk seems obvious—a 
rigid, unbending woman who had defended 
against depression and manipulated her en- 
vironment for years through a pain syndrome, 
having made one suicidal attempt in an effort 
to forestall ultimate humiliation and magi- 
cally maintain control of her destiny, and 
finally becoming overwhelmed with shame 
and internal rage when her way of life was 
challenged. It seems clear from reviewing the 
dynamics of her management that the thera- 
pist was blinded to the grave suicidal risk be- 
cause his and the patient’s value systems were 
at such odds about the issue of emotional ill- 
ness that he was unable to appreciate the 
devastating effect on her of being a psychi- 
atric patient. This block in communication 
prevented the establishment of a working 
relationship and apparently triggered the 
suicide. 

More telling information about motivations 
operating in therapeutic situations emerged 
from studying the 23 cases in treatment longer 
than 30 days. Four motivational patterns be- 
tween patient and therapist stood out in 17 
(74%) of these cases as crucially important 
influences on the suicidal act. 

(1) The refusal of the therapist to tolerate 
the patient’s infantile dependency, but rather 
conveying an expectation of mature behavior 
or demands exceeding the patient’s capacity 
(6 cases). 

A 27 year old married salesman was admitted with 
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symptoms of anxiety and complaints of depression 
which were precipitated by the discovery that his wife 
was pregnant. Serious marital discord was an addi- 
tional stressful situation. He was described by his 
physician as having developed under the influence of 
a father who was alternately sadistic and indulgent, 
the confusion and turmoil resulting in his being 
childishly immature, dependent, and irresponsible. 

The patient pleaded that he was helpless, clung to 
his physician and begged for relief from his symptoms 
and solutions to his problems. The therapist noted 
that he took no responsibility for his predicament and 
insisted the patient assume his share of responsibility 
in treatment by contributing information and to co- 
operate through talking about issues other than his 
stereotyped complaints. 

Four weeks after admission the patient expressed 
suicidal intent, eloped from the hospital, but was re- 
turned 2 days later after a state-wide search. The ther- 
apist felt the patient was generally pleased that he had 
created such concern and publicity. The patient 
showed no interest in discussing the event and the 
physician concluded the episode was a neurotic ma- 
neuver designed to force the therapist to allow him 
to be childishly dependent. It was then decided that 
the patient should return to work while still in the 
hospital, and he was sent out job-hunting on regular 
leaves of absence. Within a few days it became clear 
that he was spending the time at home rather than 
looking for a job. He was told to either seek work or 
be discharged from the hospital and he complained 
loudly and resentfully. Three days later he left sup- 
posedly to seek work, locked himself in his automo- 
bile, piped the exhaust into the car and was found 
dead that evening. 

Comment. The therapist recognized the de- 
pendence and immaturity of the patient and 
based his therapeutic plan on discouraging it, 
as he stated in his notes, “This patient shows 
no inclination to assume responsibility for his 
own treatment and illness and will not make 
any substantial progress until he does.” From 
examining the course of events, it is obvious 
that impossible demands were being placed 
on the patient to which he reacted with anger, 
hopeless frustration, and finally suicide. In 
his final summary the physician recorded, 
“The suicide might have been avoided had I 
allowed him to be more dependent on me, at 
least for an initial period.” 


(2) The patient becomes resentful, frus- 
trated and feels abandoned when insatiable 


demands for dependent gratification are not 
fulfilled (5 cases). 

A 40 year old married, successful physician was ad- 
mitted with depressive symptoms, tension, and re- 
questing relief of addiction to dihydromorphinone 
HCl (Dilaudid) which he had been taking for one 
year. He began taking drugs ostensibly because of pain 
associated with a dislocated intervertebral disk. He was 


viewed by his therapist as being highly intelligent, re- 
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sentfully dependent, obsessively perfectionistic, prestige 
oriented, and extremely passive-aggressive in interper- 
sonal relationships. 

From the time of admission he continually sought 
reassurance, complained of tension, and expressed fear 
that he would not obtain relief. After withdrawal 
from narcotics he was told that his future would de- 
pend on his ability to modify personality attitudes and 
his approach to life. He reluctantly accepted the rec- 
ommendation to remain in the clinic for an indefinite 
period of therapy. The patient’s course was charac- 
terized by an increasingly clinging dependence on the 
therapist and the chief psychiatrist. Therapeutic con- 
ferences consisted of his asking for reassurance in vari- 
ous ways and all issues were colored by a helpless, pas- 
sively resistive attitude which induced guilt and dis- 
comfort in the therapist. The therapist tried to be 
supportive and reassuring. 

Therapy continued in this static fashion for about 3 
months when the patient began to complain of greater 
hopelessness and futility because he could see no im- 
provement. He began to challenge the therapist, seek- 
ing agreement for his hypothesis that all was lost and 
implying that the therapist could do no more to help. 
Finally, the therapist admitted that his progress had 
been slow and perhaps other therapeutic aids, such as 
electroshock therapy, might be considered. Although 
this event had no discernible impact at the moment, 
the patient committed suicide by jumping from the 
roof of an adjacent building the following day. 
Comment. This patient’s extreme resentful 
dependency was eventually his undoing. The 
more he demanded he decreased the proba- 
bility that his demands could be met. A situa- 
tion ef emotional bankruptcy was created 
when the therapist acquiesced to the patient’s 
neurotic power manipulation. This situation 
points up the self-destructive, alienating qual- 
ity of the clinging dependence seen in many 
depressed patients. The therapist must always 
be aware of the manipulative, controlling as- 
pects of this dependence, through which the 
patient can assure his abandonment. This un- 
healthy, antitherapeutic dependence is in con- 
trast to the dependent relationship in which 
reassurance from the therapist can bolster the 
patient’s emotional underpinnings. 


(3) Discouragement and pessimism of the 
therapist about the prognosis in treatment is 
conveyed to the patient and corrupts the 
treatment situation (3 cases). 


A 21 year old divorced woman was admitted with 
the diagnosis of “depressive reaction in a very imma- 
ture personality” after cutting her wrists while intoxi- 
cated at home. The suicidal attempt was precipitated 
by the threatened departure of a man with whom she 
was infatuated. She was described as a pampered, doll- 
like girl who had never learned the boundary between 
realistic and unrealistic demands or expectations. She 
had been preoccupied with feelings of self-worthless- 
ness for many years, felt isolated from people, and be- 
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haved in a self-centered, impulsive manner with rapid 
fluctuations of mood. 

She was preoccupied with self-mutilation and sui- 
cide periodically during her hospitalization. Although 
intelligent, superficially poised and attractive, she 
complained of panic and overwhelming anxiety in the 
face of any social contact or responsibility. She con- 
tinually verbalized the hopelessness of her situation 
and could muster no interest in anything or anyone 
outside of herself. She became comfortable in the hos- 
pital setting and her therapist worked with her for 
over a year, his main efforts directed toward increas- 
ing her self-esteem through the therapeutic relation- 
ship and mobilizing interests and use of her assets 
which he considered to be “bright intelligence, good 
physical health and attractiveness, and keen aesthetic 
sense and talent.” 


Finally the therapist administered a course of 9 
electroshock treatments because “the depressive ele- 
ments prevented effective use of her assets” but the 
treatments produced no effect. 


The therapist then began to actively pursue the 
discussion of future plans with the patient and a 
tentative discharge date was set. Plans were made for 
her to live in a supportive, stimulating setting and 
continue treatment, although the patient's participa- 
tion in the planning lacked enthusiasm, and she dis- 
played marked anxiety as the discharge date ap- 
proached. 

One month after discharge she made a serious sui- 
cide attempt with sedatives. She refused to re-enter 
the hospital and the therapist conceded. A few weeks 
later she again took an overdose of sedatives and died. 

Comment. Examination of the evidence in- 
dicates that the physician was initially very 
hopeful and enthusiastic in treating this pa- 
tient, but after a year he began to question 
her assets and took a dimmer view of her fu- 
ture prospects. The use of electroshock treat- 
ment, followed by moving her out of the hos- 
pital environment, reflect this therapist’s pes- 
simism. For example, his notes contain such 
references as, “I don’t see that I can do much 
more—she has so little to build on.” His dis- 
couragement resulted in his virtually giving 
up therapeutic management rather than mod- 
ifying therapeutic goals, resulting in increas- 
ing panic in the patient with almost tacit per- 
mission to suicide. Because therapeutic results 
were poor and he felt frustrated in making a 
constructive contribution, he lost sight of an 
important function and responsibility of the 
physician—to take care of those who cannot 
take care of themselves, which is a fundamen- 
tal aspect of treatment. 

(4) An event or environmental crisis of 
overwhelming importance to the patient 1s 
unrecognized or beyond control of the thera- 
peutic situation (3 cases). 
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A 58 year old widow was admitted with symptoms 
and signs of depression which appeared while she was 
temporarily responsible for caring for her aged mother 
and an ailing brother. She was described by her ther- 
apist as being a self-sacrificing martyr who dramatized 
her complaints and her life situation. 

She slowly began to participate in patient activities 
and formed a dependent relationship with her thera- 
pist. A course of electroshock treatments only tem- 
porarily relieved her symptoms, and a lengthy thera- 
peutic program was directed toward satisfying some of 
her dependent needs, reawakening her interests 
through a graduated activity program, and slowly re- 
establishing her in a dependent home atmosphere. She 
was making slow progress in this direction, and gradu- 
ally came to complain only to her physician and her 
family. 

The family became discouraged at the slowness in 
progress and requested that arrangements be made to 
transfer the patient to another clinic in the hope of 
hastening progress. This was discussed with the patient 
who immediately reacted by saying, “Don’t send me 
away—don’t you think there is any hope?” She was 
reassured that the transfer would be discussed further 
with the family. Over the next few days she made 
such statements as, “What is going to happen to me— 
I wish I could die—I’m not worth your kindness.” 
Five days following the conference in which the trans- 
fer was discussed she left the ward as usual to go to 
activities and a few minutes later stepped in front of 
a streetcar and was killed. 

Comment. The well-intentioned request of 
the family obviously implied to the patient 
that she was hopeless and being rejected by 
those on whom she depended most. Although 
her progress had been painfully slow the ther- 
apist felt she was gaining some stamina 
through therapy and underestimated her vul- 
nerability to an unexpected turn of events. 


The Therapists 


In studying the motivational factors operat- 
ing in treatment situations, attention has been 
focused especially on the therapists and thera- 
peutic management of patients. The 30 pa- 
tients were under the care of 26 different 
physicians. Only 2 therapists had more than 
one patient suicide, one having 2 and the 
other 4. 

Any psychiatrist who has the misfortune to 
have 4 patients commit suicide in a 3 year 
period not only should take a long, hard and 
critical look at himself as a therapist, but he 
demands the scrutiny of his colleagues. This 
therapist was a devoted, conscientious physi- 
cian who had a rigid theoretical formulation 
and approached each patient with essentially 
the same strategy. The patient either followed 
the therapist’s formula and complied with his 


MOTIVATIONAL ASPECTS OF SUICIDE—Wheat 277 


expectations in psychotherapy or the situation 
became a battleground in which the therapist 
became an obstinate, unyielding aggressor of- 
fering the patient only the alternatives of ac- 
quiescing or getting out. 

Since an important aspect of psychotherapy 
is helping the patient find suitable and work- 
able alternatives to overwhelming personal 
problems, it is unforgivable ‘to impose an 
equally difficult task on him. Hill,"* who 
possessed an unsurpassed understanding of 
the psychotherapeutic process, emphasized 
that being and doing in psychotherapy cannot 
be separated. What a therapist does is an ex- 
pression of what he is, and no amount of 
learned technic can balance therapeutically 
destructive personality liabilities. Fortunately 
this therapist eventually chose to enter an 
allied field in which he does not have the 
responsibility for intensive psychotherapeutic 
work with disturbed patients. How direct a 
bearing his experiences with these patients 
who had committed suicide had on his choice 
is unknown. 


Summary 


1. Thirty patients admitted to the Henry 
Phipps Psychiatric Clinic between 1946 and 
1958 are known to have committed suicide 
while inpatients (9 or 30%), or within 6 
months following discharge (21 or 70%). As a 
group they contained more men, more indi- 
viduals of the upper socio-economic class, 
more professional people, and a much higher 
proportion of depressed patients than the gen- 
eral clinic population. 

2. Four motivational patterns operating 
between patient and therapist stood out in 
74% of the cases in which treatment was 
longer than 30 days. These were: 

(A) The refusal of the therapist to tolerate 
the patient’s infantile dependency, but rather 
conveying an expectation of mature behavior 
or demands exceeding the patient's capacity 
(6 cases). 

(B) The patient becomes resentful, frus- 
trated and feels abandoned when insatiable 
demands for dependent gratification are not 
fulfilled (5 cases). 

(C) Discouragement and pessimism of the 
therapist about the prognosis in treatment is 
conveyed to the patient and corrupts the 
treatment situation (3 cases). 
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(D) An event or environmental crisis of 
overwhelming importance to the patient is 
unrecognized or beyond control of the thera- 
peutic situation (3 cases). 

All of these processes can lead to a break- 
down in effective therapeutic communication 
resulting in the patient’s feeling abandoned 
and hopeless, thus setting the stage for the 
disastrous result of suicide. 

3. A therapist may be seriously handicapped 
in evaluating and treating a suicidal patient 
through: (a) inability to weigh certain atti- 
tudes of the patient heavily enough because 
his own attitudes devalue their importance; 
(b) inability to comfortably tolerate grossly 
immature, dependent behavior; (c) inability 
to recognize and endure protracted “emotion- 
al bankruptcy” of the patient and the thera- 
peutic interaction; and (d) inability to curb 
therapeutic ambitions for the patients, and 
modify goals according to a realistic appraisal 
of the patient’s assets and liabilities. 
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Discussion (Abstract) 


Dr. William F. Orr, Nashville, Tenn. There are 
few things more helpful to medicine than a critical 
survey of our mistakes. Dr. Wheat has presented to 
us this afternoon such a survey. The work of Motto 
and Greene published last year makes this study most 
timely, for to express their figures another way around 
91% of patients who commit suicide were not under 
psychotherapy. Considering the number of patients 
seen in hospitals and outpatients that are suicidal and 
do not commit suicide, this figure is extremely encour- 
aging and rewarding for the many hours all spend 
defending the patient against himself. At least in this 
area, we have statistics to show the value of psycho- 
therapy, and these are hard to find. 


Dr. Wheat has outlined for us the general areas of 
failure, all save one—the unforeseeable event—which 
have to do with the mind-blindness of the therapist. 
He (the therapist) either is callous to the needs of the 
patient or, because of the therapist’s own needs, is 
unmindful of the patient’s needs. With this I agree 
most heartily. His classification of kinds of failures is 
also insightful. There is another ingredient in this 
which is significant and it is to this that I wish to 
comment. 

Suicide is not only an extremely personal event, it 
is also a public display. It not only expresses the feel- 
ing of the person toward himself, but toward the 
world. In some cases (but not very many) this gesture 
is toward the world at large. Far more frequently it is 
directed toward that individual that epitomizes either 
in fact or fantasy the world to the patient. Psycho- 
therapy with suicidal patients, as I see it, most fre- 
quently consists of identifying the individual in the 
patient’s world and helping him work through his 
feeling about this person, be it parent, spouse, sibling, 
peer or superior. In this process the therapist is ambi- 
valently the protagonist and antagonist of this signifi- 
cant individual. Suicide while in therapy, then, may 
express the patient’s feeling for which side of the fence 
the therapist is on. Renunciation of the wish to kill 
oneself contrariwise indicates the feeling on the part 
of the patient that the therapist is on his side and 
against his nemesis. 

Dr. Wheat’s presentation does not include this im- 
portant motivational aspect of suicide directly. In clos- 
ing I would like to ask particularly in the case of the 
therapist who had 4 suicides, if these data, namely, 
that the therapist was aligning himself with the hated 
person against the patient, could be gleaned from his 
material. 
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Introduction 


IF THERE IS A PROPER TIME for all things, this 
is perhaps depression’s moment for discussion, 
since it is being so variously cured by agents 
which inhibit and equally by agents which 
do not inhibit. The proper time is also im- 
portant in treatment, since in a cyclic illness 
the phase of recovery is the most desirable 
moment (from the point of view of results) 
to initiate any therapy. 

The present concepts of depression, and 
problems in classifications and treatment will 
be briefly considered. 


Present Concepts 


Presently depressions are classified as to the 
source of the disturbance which produced 
them. They may either be occasioned pri- 
marily from without or from within. 

First those occasioned from without. Today 
those depressed states arising from external 
circumstance are termed reactive; in the past 
they have also been known as psychogenic and 
neurotic. Before 1952, the milder form was 
called a “reactive depression,” since then this 
type has been termed a “depressive reaction.” 
This is in keeping with the present nomen- 
clature and, with Adolph Meyer’s earlier sug- 
gestion (1904) that the term melancholia be 
abandoned in favor of the term depression 
which could be further clarified according to 
its “intrinsic nature.” 

Those milder depressions which arise from 
without are included with the psychoneurotic 
reactions and are further qualified as follow: 
they allay anxiety, the reaction is precipitated 
by a current situation and “is often associated 
with a feeling of guilt for past failures or 
deeds.” The precipitating current situation 
to which the patient is reacting is “frequently” 


*Read before the Section on New 
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The classification of depression illustrates the causative factors whether from the external 
environment or of endogenous origin. Prognosis is considered by the author as well as treatment. 
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a loss. This implies a current situation other 
than a loss may also precipitate a depressive 
reaction. 

The second type of depression which is ex- 
ternally precipitated is a “psychotic depressive 
reaction”; essentially this is a severe exaggera- 
tion of a “depressive reaction.” Again, en- 
vironmental precipitating factors are evident 
and the patient does not have a history of 
cyclothymic mood swings. 

These two types then are related to external 
circumstance. However, accord with these con- 
clusions is somewhat less than complete. The 
cause and effect relationship of the external 
circumstance to the depressed state has been 
challenged repeatedly. Dawson stated the situ- 
ation to which the patient reacted had to be 
“adequate and outstanding.” Usually, these 
qualifications of being “adequate and out- 
standing” include any unusual event pre- 
ceding a depressive episode in a susceptible 
patient. 

This is best illustrated by Kraepelin’s case, 
in which a lady had a reactive depression fol- 
lowing her husband’s death, a second after her 
dog died and a third severe episode when her 
pet bird perished. Stenstedt! has recently 
pointed out that psychogenic depressions are 
those which the physician “thinks” are related 
to psychic trauma. 

In 1934, Lewis?* reported the most com- 
plete study available in English of the af- 
fective disorders. He concluded that a divi- 
sion of depressive states into reactive and en- 
dogenous types did not exist with sufficient 
clarity to allow the clinician to separate pa- 
tients into one category or the other. This 
concern over reactive as opposed to endo- 
genous depression arose in part because of 
the pessimism that prevailed in the early 
1930’s regarding treatment of the endogenous 
group with available therapies. Lewis added 
that a sharp distinction for the sake of “aca- 
demic accuracy” is without benefit “when the 
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distinction is not found in nature and is no 
help to thought or action.” According to our 
present definition the degree of the depressive 
reaction depends on the magnitude of the 
real loss, and the intensity of the ambivalence 
toward the lost object (whether it be husband, 
dog or bird). The relationship in time be- 
tween the disturbing event and the onset of 
the illness must be established, since those 
with endogenous as well as those with reac- 
tive depressions will usually find some inci- 
dent (either recent or remote) which accounts 
for their present difficulty. 


Presumably, any normal individual would 
react with some degree of depression to a 
personal loss; (if he did not he would lose his 
normal status) the reaction is made patho- 
logic by its intensity and duration. The re- 
sponse is excessive in comparison with the 
usual found in the patient’s cultural or ethnic 
group in such a circumstance. 

The following case illustrates the problem 
of clarifying the precipitating situation. 

A 19 year old girl, a sophomore in college, was seen 
in a depressed state. She was unmarried and was 3 
months pregnant. She showed a considerable degree 
of retardation in both thought and motor activity, 
and was apparently overwhelmed with the circum- 


stance of her pregnancy for which she constantly 
blamed herself. This situation, in the view of most 
observers, would qualify as being sufficiently “ade- 
quate and outstanding” to produce a reactive depres- 
sion. 


According to the family she was not prone to mood 
swings. She had an excellent record scholastically and 
had always been rather retiring and shy with her peers. 
However, 4 or 5 months previous to the time she was 
seen, the family had noticed a rather marked change 
in the patient. She became vivacious, had more to say, 
socialized easily and her behavior became a source 
of concern to the family. During this hypomanic 
interval the patient was promiscuous sexually, became 
pregnant but showed no particular concern over her 
state until the depressive phase began. 

She responded well to electroshock therapy (E.S.T.) 
and in spite of the depressing situation continuing for 
another 6 months, she was asymptomatic, accepted her 
circumstance in a mature manner and had no post- 
partum recurrence of the depression. This girl’s altered 
affective state (hypomanic) led to a very disturbing 
condition which would ordinarily be adequate to pro- 
duce a depression but failed to do so; in time she be- 
came depressed for internal reasons and responded to 
ES.T. although the external disturbance persisted. 


The dynamics of depressed states were de- 
scribed by Freud and Abrahams. Freud com- 
pared the similarities and differences in 
mourning and melancholia. The depressive 
reactions are in some ways comparable to 
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mourning, since the loss is conscious and the 
individual maintains his self-esteem. As the 
libido is freed from the lost object, a restitu- 
tion to the premorbid state presumably occurs, 
It might also be presumed that whatever loss 
of self-esteem develops is a measure of the 
patient’s ambivalence towards the lost object, 
since only that libido which does not “regress 
to identification” is available to be sadistically 
redirected against self. 

Endogenous Depressions. In addition to 
those depressive states related to external cir- 
cumstance, two other types presumed to arise 
primarily from within (endogenous) are de- 
scribed. These are the manic-depressive reac- 
tions, depressed type and the involutional psy- 
chotic reactions. 

Abnormalities in the moods of men were 
known to the ancients, Celsus observed there 
is “another kind of madness which continues 
a longer time and goes no further than a sad- 
ness.” Hippocrates’ conclusion that this sad- 
ness related to an excess of black bile resulted 
in the term melancholia. 

The peculiar course of endogenous varia- 
tions in mood was noted as early as 1790, 
when it was emphasized that an understand- 
ing of melancholia required a consideration 
of its chronologic development as well as the 
presenting complaint. Borrows, in 1828, con- 
cluded mania and melancholia were of the 
same origin and 9 years later Allen stated the 
conditions resulted from “the same power 
being overactive in different directions.” 

Falret, in 1855, described “circular insanity” 
which was based on a collection of charac- 
teristics related together and following a defi- 
nite course. In 1896, Kraepelin grouped what 
had come to be called “periodic” as well as 
circular insanity along with simple mania un- 
der the heading of manic-depressive psychosis. 
He stated they were but different phases of 
the same illness. 


Kraepelin also concluded these states dif- 
fered from dementia praecox, because in spite 
of the tendency to recur, a progression to 
emotional deterioration was not ordinarily 
seen. It was also noted that the episodes were 
alterable but not the essence of the illness. 
The “periodic,” circular, relapsing or altering 
course of these disorders has been observed 
for more than a century. 


The second endogenous type of depression, 
involutional melancholia, presently included 
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under the term involutional psychotic reac- 
tion, has recently been studied intensively by 
Tait and associates and by Stenstedt.1 Tait 
noted “the diagnostic criteria of descriptive 
psychiatry inevitably vary between the genera- 
tions and even from decade to decade. Hence, 
new pictures may emerge whose relation to 
the old may be only partial, and whose in- 
clusion under traditional rubrics may give rise 
to confusion, or pose problems. which are 
verbal rather than clinical.” He also notes 
that more than most psychiatric entities “in- 
volutional melancholia has meant many things 
to many writers.” 

Regardless of what particular name is given 
to these states occurring during the climac- 
teric, there is general accord that such entities 
do exist and are usually limited by the fol- 
lowing factors: no history of a previous af- 
fective illness, more apprehension, anxiety or 
agitation and less psychomotor retardation 
than in the younger depressed patient; also, 
they should have more hypochondrical com- 
plaints and somatic delusions. 

In the past the prognosis was regarded gen- 
erally as poor, but during the past 2 decades 
it has been more favorable (probably due to 
the decrease in morbidity in those who re- 
spond to E.C.T.). These patients are described 
as having been meticulous, rigid or obses- 
sional in their earlier years according to Tit- 
ley and Palmer. Later, a second type of “sen- 
sitive,” “timid” premorbid personality was 
added to the group. 

Etiologically, endocrinologic changes and 
concern over the prospect of aging have been 
suspect, but as Tait points out, “The general 
theme of biological regret is emotionally ap- 
pealing but intellectually lacking in clarity; 
above all lacking in a clear definition in 
time—” since these states are described as be- 
ginning from the later 30’s to the later 60's. 

Comparing the symptoms in the involu- 
tional depressed patient with the younger, 
Lewis‘ found many of the same complaints 
existing in both. Jarvis and Anderson noted 
the prominence of anxiety in the young as 
well as the old. Von Oreli noted the changing 
content of the ideas expressed by depressed 
patients. In this country, the complaint heard 
in the past from this group that they had 
syphilis and were therefore incurable is less 
frequently noted since penicillin’s introduc- 
tion. 
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Tait was unable to find material peculiari- 
ties in a survey of the past history of 54 
women having their first major psychiatric 
illness in the menopause that would set them 
apart from normal women. Twenty-nine of 
these 54 women studied were psychotically de- 
pressed, but their symptoms were not distinct 
from those depressed at other ages. Too, they 
differed only in the depressive aspects of their 
illness from the neurotically depressed pa- 
tients studied. Neither the background data 
nor the precipitating events allowed him to 
discriminate between the psychotic and neu- 
rotic groups. 

Tait concluded that there may be a specific 
factor in those psychotically ill during the 
involutional period but that this factor may 
not be related to depression. Any contribution 
by this particular stage of life to the clinical 
picture of depression may merely be acciden- 
tal. “The origin of depression itself therefore 
remains just as autonomous as that of other 
endogenous psychoses.” 


Course of the Illness in Depression 


Although there may be reason for doubt 
as to the etiologic importance of external 
factors as compared to the internal, and to 
the distinctness of the different types of de- 
pression, the prognosis for a given episode 
usually is favorable. This self-limiting ten- 
dency requires that the duration and severity 
of the present illness be considered in the eval- 
uation of any therapeutic effort. Bleuler’s sug- 
gestion that the “general drift” of the illness 
was perhaps the most reliable indicator of 
the prognosis is well remembered. In the 
cases reported by Lewis,‘ the severity or num- 
ber of previous attacks were of little help in 
predicting the outcome of a single depressive 
episode or the likelihood of a recurrence. 

Several authors have commented on the 
hazards and difficulties of determining the 
efficacy of treatment in these disorders. Shep- 
herd’ emphasized the importance of such fac- 
tors as clinical diversity, commensurate sever- 
ity of illness and groups homogeneous in re- 
spect of outcome in comparative therapeutic 
trials. Leveton pointed out that several fac- 
tors could affect the patient’s mood during 
a therapeutic trial and that complacency over 
controls, and indifferent selection of patients 
could produce false evaluations. 


Foulds found that when controls were used 
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in various of therapy, the treatment was 
successful in only 25% of the cases, whereas 
without controls a success rate of 83% was 
reported. He also concluded that on occasion 
it appeared the authors got out of control 
and folklore was disseminated as fact. 


Problems in Classification 

This present classification, the one found 
in the standard nomenclature, has great merit 
in its brevity. However, it should be noted 
that at a recent meeting concerned with af- 
fective disorders, 13 different types of depres- 
sions were described and 5 more were recom- 
mended. This gives a total of 18, just one 
short of the 19 terms for acute turmoil which 
confronted Bleuler when he began his work 
on schizophrenia in 1911. 

The division of these states into reactive 
and endogenous has been stressed here be- 
cause of recent therapeutic recommendations 
based on such a classification. Lehmann con- 
cluded that for purposes of therapy and prog- 
nosis it was necessary to differentiate the en- 
dogenous from the reactive types; he adds 
“a certain confusion among psychiatrists with 
regard to the term depression” has arisen since 
the introduction of the psychoactive drugs. 
Janzarik® extended this confusion and noted 
that decades of argument had produced only 
an “agreement to differ” in attempts at classi- 
fication. 

One method of avoiding discord over classi- 
fication is to conclude that depressions form 
a continuum, and that whatever variations 
exist are primarily a reflection of the severity 
of the particular state and do not represent 
qualitative differences. This solution is not 
limited to the depressive disorders but is of- 
fered for other abnormal mental states as well. 

This solution has been objected to by sev- 
eral, Roth’ states that etiological factors in 
depression are more likely to be determined 
by a description of the clinical findings in the 
patient than by attempts to find similarities 
in their inner life. Paul Hoch in 1948 wrote 
“if diagnosis were dispensed with, as some 
psychiatric schools would have us do, a chaotic 
state would soon develop wherein a compari- 
son of cases as well as therapeutic results 
would be impossible.” “It must be remem- 
bered that those who maintain that psycho- 
dynamics can replace diagnosis often do not 
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even agree among themselves on the basic 
principles of psychodynamics.” 

The frequency with which anxiety and de. 
pression exist in the same patient (and those 
in whom the depression is initiated by a bout 
of anxiety) may make the determination of 
which is primary difficult. It has been pointed 
out this distinction must be made “on grounds 
other than the character of weariness and in- 
capacity for action.” 

The present enthusiasm for the drug treat- 
ment of depression may provoke an interest 
in diagnostic clarity as well; it may even come 
to pass that descriptive psychiatry will again 
be mentioned in mixed company. 
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Discussion (Abstract) 


Dr. Elmer L. Caveny, Birmingham, Ala. Dr. Smith 
has given us a very interesting paper. His review of 
the various depressive reaction types has not only 
been concise and to the point, but very timely in view 
of the vast amount of material appearing in the 
present day literature on this particular subject. 

When Dr. Smith commented on the concepts and 
theories of depression, I was reminded of the saying, 
“one should never run after a bus, a woman, or a 
theory—another one will come along.” This is particu- 
larly the situation with respect to the multiple theories 
that have been advanced throughout the years relating 
to depression, 

This present splurge of interest in depression un- 
questionably has arisen from the newer drugs recently 
introduced in the treatment of the depressive reac 
tions. Over recent years such flurries of interest in this 
particular subject have been rather commonplace, each 
coming with the introduction of some newer method 
of treatment, as was the case of the somatic and 
surgical therapies which preceded the current phar- 
macotherapies. With each new method of treatment 
it is then felt that a real change in the application 
of the previous methods might occur—and usually do. 
This undoubtedly will be the case with E.C.T. Still, 
the application of E.C.T. continues to be the most re- 
liable method of treating severe depressions and re 
moving the danger of suicide. 

It will be interesting to see what will be the next 
new method of treatment for the depressive reactions. 
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Of equal interest is, what position will the somatic, 


a?" and even psychotherapies eventually as- 


introduction of the newer anti- 
depressant drugs, and the resultant voluminous mate- 
rial appearing in the literature on the therapeutic ef- 
fects of these drugs, I am amazed at the vast number 
of depressions being reported throughout the country 
and especially from certain areas. Reports on hundreds 
of cases from one locality, and compiled over a rela- 
tively short period, is not unusual. 

Of late, I frequently ask myself, are others having 
the same difficulty as I am in recognizing depression? 
Not too long ago I considered this a fairly simple 
task, but today such is not the case, and I find dif- 
ferentiation more and more difficult. Neither do I 
consider the newer antidepressants helpful in this dif- 
ferentiation, other than through therapeutic results. 

I further wonder if it is not possibly the situation 
that more and more depression is being read into 
patient material by having been made overly depres- 
sion conscious through the current publicity being 
given this subject. I recall that it was not too long 
ago that I was in a quandary as to why I was en- 
countering in my practice such a large number of 

ions in contrast to earlier days. Feeling certain 
this was the situation, I went about the task of trying 
to find the answer and soon came up with what I 
considered a satisfactory one. A few years before I 
had moved from the heavily populated northeast coast 
area to the middle area of the Deep South where the 
cultural background was considerably different. These 
differing environmental exposures furnished the basis 
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of the psychodynamics involved in the various emo- 
tional illnesses and was being outwardly reflected in 
accordance to the cultural background of the respective 
areas. 

In closing my discussion may I reiterate, depression 
is a commonly encountered illness in all areas of 
medical practice, but seldom recognized immediately 
in any of these areas. The principal cause for the 
slowness in recognition is due to the frequency with 
which the patient complains of physical symptoms, 
and thus naturally leading to organic disease being 
suspected first. Regardless, depression, per se, is not 
easily detected, and the voluminous material appear- 
ing in the literature on the subject tends to support 
this fact. 

I have enjoyed Dr. Smith’s paper and appreciate the 
opportunity of discussing it. 

May I ask one question in closing. In your opening 
sentence you remarked “ . . . this is perhaps depres- 
sion’s moment for discussion since it is being so 
variously cured by agents which inhibit and equally 
by agents which do not inhibit.” What is your meaning 
of cure as related to depression? 

Dr. Smith (Closing). In this instance, my meaning 
of “cure” is whatever the enthusiastic investigators 
with the new methods of treatment have in mind in 
their reports. I would presume that a “cure” in de- 
pression is a remission; it also seems likely that the 
rate of “cures” would be much higher if one scrupu- 
lously avoided a follow-up. 

I appreciate Dr. Caveny’s considerate discussion. 
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The Ophthalmologist and Problems 


of Contact Lenses* 


THE PRESENT POPULARITY and widespread use 
of contact lenses poses new problems and im- 
plications for consideration by all physicians, 
but particularly by the ophthalmologist. 
Needless to say anything as avidly desired by 
the public, as are contact lenses, is here to 
stay. 

The immense popularity of contact lenses 
lies in their varied appeals to the individual 
with problems in vision. Their psychic value 
to the patient is immense. Properly used 
where indicated, their therapeutic value may 
be made as great, or in some instances greater, 
than conventional eyeglasses. The medical 
profession has a responsibility and obligation 
to its patients to see that the use of contact 
lenses is applied wisely and successfully. 

Today any person in normal health with 
reasonable intelligence, who seriously objects 
to wearing eyeglasses, may become a successful 
wearer of contact lenses. Indeed infants and 
small children are wearing contact lenses in 
treatment of high myopia or congenital cata- 
racts, and when they discover their improve- 
ment in vision these youngsters become very 
successful users of contact lenses. 


Contact lenses were first made in Germany 
for the control of keratoconus, a disease in 
which the cornea pushes forward to cause 
blindness if not controlled. . 


In America the multiple curve lens has been 
developed in very recent years. This type of 
lens is designed to conform to the anterior 
surface of the cornea. The lens actually floats 
in tears, moving in the opposite direction to 
the movements of the eye. 

The layer of tears between the lens and the 
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Contact lenses have been welcomed by many. Women prefer them for esthetic 
reasons. They are practical for athletes. Under certain circumstances 
they give better correction for visual impairments. 


cornea fills the irregularity of the corneal 
surface, thus eliminating corneal astigmatism, 
except in severe cases. In more severe cases of 
corneal astigmatism slight modification of 
the lenses usually is indicated. Lenticular 
astigmatism does not yield so readily to treat- 
ment with contact lenses. 

Other applications of the therapeutic use 
of contact lenses are significant, as well as the 
fact that ophthalmologists in other countries 
have advanced farther in their knowledge and 
experience than in this country. Dr. Cepero 
of Havana, Cuba, has been a leader in devel- 
oping methods of improving the “wearability” 
of contact lenses. 

Significant uses for contact lenses are over 
corneal transplants, correction of astigmatism, 
correction of high myopia or congenital cata- 
racts in infants, and the more recently devel- 
oped bifocal lenses which are superior to those 
previously used. 


Fitting of Contact Lenses 


The ophthalmologist is frequently con- 
fronted by many questions regarding the 
adaptation of the patient to the wearing of 
contact lenses. It is essential that the same 
candor and honesty be used in answering these 
as in other medical fields. The proper educa- 
tion of the patient for wearing contact lenses 
is just as essential as for the use of dental ap- 
pliances, orthopedic aids, or for that matter, 
conventional glasses. 

There is some discomfort—not severe pain 
—in developing the eye’s tolerance for contact 
lenses. During the early period of adjustment 
I find it best for me to insert and remove the 
lenses until the patient realizes they can be 
worn with but slight discomfort. During this 
period I find it best for the patient to sit in 
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my office a few hours each day while wearing 
the lenses, until I can be sure that the lenses 
themselves are properly adjusted and that the 
patient has developed his own confidence and 
skill in wearing them, as well as learning how 
to care for them. 

From this discussion it becomes apparent 
that the following criteria may be used in 
determining which patients may be satisfac- 
tory wearers of contact lenses: (1) any person 
with normal health and a keen desire to avoid 
wearing glasses; (2) a person with sufficient 
intelligence, adaptability, and the patience to 
go through the period of adaptation; and (3) 
a person with sufficient time to spend during 
the examination and period of adaptation. 

These 3 prerequisites are essential for suc- 
cess, and none the least of these is the time 
required of the patient to become properly ad- 
justed. I estimate that the average patient 
spends 20 to 30 hours in my office during the 
examination, fitting, and adaptation phases 
of treatment. It is only fair to add that several 
patients who had previously been unsuccess- 
ful in wearing contact lenses have become 
successful users of the lenses when fulfilling 
these requirements. 

A thorough examination of the eyes is es- 
sential to the use of contact lens, and consists 
of a current refraction, a careful study of the 
cornea, as well as an appraisal of the patient's 
general health and metabolism. 


The cornea and adjacent sclera should be 
examined thoroughly with the slit lamp. Note 
should be made of edema or fullness of the 
epithelial cells near the limbus giving them 
the appearance of a bevel-edged tile, and of 


overshadowing of terminal vessels. There may 


even be the appearance of “clothes on a line” 
along the path of a vein when viewed with 
high power. A large vein passing close to the 
limbus should be a warning of discrepancies 
in curvature of the cornea opposite the large 
vessel. Irregularity in the surface and contour 
of the cornea is of tremendous importance in 
the selection and fitting of contact lenses. 

When evaluation of the patient, examina- 
tion of the eye and cornea have been accom- 
plished, and the diagnosis indicates the use 
of contact lenses, the next step is the proper 
fitting of the lenses. 

Two methods of fitting lenses are used. The 
older simply is a procedure of trying a series 
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of lenses in the eye until a likely fitting one 
is found. A more reliable and a newer method 
involves the use of the keratometer to deter- 
mine the “K” reading, the curvature of the 
central 3 mm. of the cornea. A lens may then 
be ordered on the basis of the shortest finding 
of “K,” known as the “basic curve.” Accuracy 
of this method is variously estimated at 60 to 
80 per cent. 

In my own practice a combination of these 
methods has been more satisfactory and in- 
volves the following procedure. The “K’’ read- 
ing is determined, and using it as a starting 
point lenses of a known dimension are tried 
on the cornea. When an apparently well-fit- 
ting lens is found, fluorescein stain is carefully 
instilled, using care not to use an excessive 
amount. With the lens in place and stain 
properly instilled, the fit of the lens is evalu- 
ated by the biomicroscope. 

With fluorescein stain and ultra-violet light 
a lens may apparently fit satisfactorily, but 
when viewed with the slit lamp it is often 
found that a portion of the lens is applied to 
the cornea too tightly, acting as a ring around 
a piston. A lens fitting in this manner can 
cause edema of the cornea with a loss of sen- 
sation due to pressure anesthesia. 

There are instances of such an occurrence 
in which the patient complains for a time of a 
burning or stinging sensation followed by the 
loss of these symptoms. Though nothing may 
seem wrong to the patient, there is usually a 
benumbing of the cornea followed by serious 
abrasion and subsequent infection of which 
the patient may be entirely ignorant. This 
illustrates the care and skill that must be exer- 
cised in properly examining and fitting a 
patient for contact lenses. 

The prescription to the laboratory making 
the contact lenses must contain the following 
data. obtained during the examining pro- 
cedure: (1) the radius or central curvature; 
(2) the second or peripheral curvature, and in 
some cases a third curvature is indicated; and 
(3) a full copy of the patient’s refraction cor- 
rected for the tear layer. 

When the prescribed lenses have been pre- 
pared, prior to their insertion for use by the 
patient, a thorough inspection is necessary 
including the points of size, power, radius, 
and finish. Errors are common and if not 
detected serious trouble develops. The finish 
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of the edge of the lens is very critical, and 
here some 25 to 30 points must be carefully 
checked. 


It is advisable to make a slit lamp inspec- 
tion of the lenses in the patient’s eyes at this 
time. Generally, at least an hour is required 
in this inspection and in making minor 
changes. Dispensers should be equipped for, 
and capable of making any needed changes 
except those involving complications in 
power. 

The next problem the ophthalmologist en- 
counters in service of contact lenses is that 
already mentioned, adapting the patient to 
the lens. This is every bit as important as 
other steps in the service, and frequently de- 
termines the ultimate success or failure of 
the case. Understanding, patience, and the 
proper amount of tact and firmness are often 
as essential in the management of the patient 
as are the more technical phases of profes- 
sional skill. 

Paradoxically, one problem encountered in 

this phase of treatment is the overly enthusi- 
astic patient who wants to wear lenses too 
long at a time before adaptation of the eye 
is complete. I have had several youngsters 
who wore their contact lenses all the time 
from the first day. To the person who has 
been sensitive about wearing glasses for any 
number of reasons, this is an elating experi- 
ence. 
During the adjustment period and forever 
afterward, it must be remembered that the 
contact lens and the cornea are the essential 
elements of the patient’s vision. Protection of 
the cornea is a prime responsibility of the 
ophthalmologist and an excellent reason why 
essential parts of the service of contact lenses 
should not be delegated to persons who are 
net competent. 

I want to emphasize the importance of the 
cornea in its relation to the contact lenses and 
the patient’s future vision. The cornea is one 
of the most important structures in the human 
body which we all look at and through, but a 
structure about which we know little. It is 
astonishing how much trauma the cornea can 
endure, so long as it is not subjected to severe 
infection. We all know that certain types of 
infection can cause scarring of the cornea with 
resulting visual impairment or even blindness. 
My own experience with the service of con- 
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tact lenses indicates a medical problem that 
can profoundly influence the use of contact 
lenses. Having been an advanced cardiac 
patient myself, I have a personal interest in 
the problem of metabolism of body fluids, 

I have noticed retinal edema in the macular 
region in women and girls during puberty, 
These patients complain of varying visual 
disturbances of a transitory nature. Examina. 
tion of these patients with a ruby lens anda 
modern slit lamp reveals edema that has much 
the same appearance as thin cloud layers 
when viewed from a highflying plane. This 
condition is most prevalent in women just 
before the onset of the menses. It can be pre. 
vented by the proper use of diuretics. Some. 
what to my amazement I have found the 
same phenomenon in the cornea. 

Cases 1 and 2. A brief report of a few cases may 
be apropos: Twenty year old twin women at fint 
seemed to be making good progress in developing 
tolerance to wearing contact lenses, when su 
their wearing time dropped from 4 to 5 hours to les 
than one hour. There was severe discomfort and very 
excessive tearing. On investigation it developed that 
the mother had been taught to seek relief at menstrual 
time by taking saline purges. She had taught her 
daughters the same method. 

Five per cent sodium chloride was given to be 
dropped in the eyes one-half hour before the lenses 
were to be put on, For several mornings they sat in my 
Teception room, and when discomfort developed the 
cornea was inspected with the slit lamp and the use 
of fluorescein stain. A lens that would move freely 
over the cornea when first put on 2 hours before, now 
fitted so tightly as to be like a ring around a piston. 
A 10% glycerine solution was instilled and the lens 
moved so the solution would cover the whole cornea. 
(It is really better to remove the lenses for a short 
while.) This would usually control the edema for 2 
hours when more glycerine gave relief. The wearing 
time was increased one to one and one-half hours per 
day. 

Comment. The surprising fact is that once 
tolerance is developed the patient seems to 
have little more trouble. It may be necessary 
to use a few drops of hydroscopic solution 
about the time of the menses. Since writing 
the above sentence one of the girls called to 
state she could not wear the lenses. A kera 
tometer reading showed 2 diopters swelling of 
the cornea in 180, or the exposed part of the 
cornea. This cleared with time and diuretic. 
She now takes diuretics for one week before 
the menses. 


Case 3. A 19 year old girl was so upset as to be 
unable to eat, and would vomit anything taken into 
menses. 
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there seemed to be a hereditary tendency. With the 
assistance of a gynecologist good results were ob- 
tained by using diuretics, and hypertonic solutions in 
the eyes. 

Case 4. An 18 year old robust boy had been in- 
structed to consume enormous quantities of water in 

tion for violent physical exercise. He was al- 
lergic and was sleeping with his dog. 

Like others, he had had failure in wearing contact 
lenses. I was almost convinced that the allergy was the 

; however, regulation of water consumption 
and the use of hypertonic solutions solved our prob- 
lems. This patients’ tears have been so profuse at 
times as to make it almost impossible for him to get 
about safely. He now wears his lenses all day, and 
has worn them continuously for 20 hours. Allergy 
seems not to be the problem. 

Every ophthalmologist has had cases in 
which the lenses fitted perfectly, but the pa- 
tient could not wear them for more than a 
short time. There is usually a definite time 
when discomfort becomes unbearable. It is 
usually less than 2 hours. 


Summary 

This discussion of the ophthalmologist and 
the problems he encounters in the service of 
contact lenses highlights several facts that bear 
repetition. The most important is that the im- 
mense popularity of this service requires the 
best efforts of which we are capable. This is 
a service which the public wants and will ex- 
pect us to offer in sufficient quality and quan- 
tity, and for this reason we must all be capa- 
ble of rendering it well and safely. 

In conclusion these facts should be empha- 
sized: 

(1) Contact lenses have a definite psychic 
as well as therapeutic value. 

(2) Their use is indicated for persons of 
any age, and their future uses will be greatly 
expanded. 

(3) Serious damage to the eye can result 
from improperly fitted lenses. 

(4) Much medical research and coopera- 
tion between various branches of medicine 
are still needed to effect the fullest possible 
use of contact lenses. 


Discussion (Abstract) 


CONTACT LENSES—Hasty 


tion work. He is rendering a real service in the Miami 
area, and it will not be long before his knowledge 
and work are known all over the United States, 
through scientific publications. 

Contact lens work is becoming more of a responsi- 
bility of the medical profession for medical advances 
in the field of contact lenses. I personally fit and 
dispense contact lenses, but my contact lens work 
has been restricted to postoperative cataract patients 
only—unilateral aphakia, one-eyed monocular aphakia, 
and binocular aphakia. I am convinced that 60 to 
80% of patients with well-done cararact surgery will 
be wearing contact lenses within 5 to 10 years, if they 
are given a chance to see for themselves with correct 
power and curve trial contact lenses just how well 
they see with these lenses. Aphakic vision corrected 
by contact lenses is vastly (and I do mean vastly) more 
efficient aphakic vision than is aphakic vision corrected 
by spectacle lenses. The comparison is like comparing 
the 1960 Cadillac not with the horse and buggy but 
with the oxen and sled. The pathologic physiology of 
aphakic vision corrected by spectacle lenses is poorly 
understood or misunderstood by almost everyone today. 
I have spent 5 years delving into the previously un- 
investigated subject and have a completed study of 
the work in a » to be published shortly, on 
the subject of aphakic correction. 

Some important points I can pass along at this date 
in regard to aphakic contact lenses are the following: 

1. The lenticular form of the corneal contact lens 
is what made the corneal lens so successful in being so 
well tolerated in such high plus prescriptions as 
aphakic lenses. 

2. The 8.0 mm. lenticular optical zone is the best 
size for the medium plus aphakic contact lenses. 

3. The 7.0 to 7.5 mm. lenticular optical zone is es- 
sential in the very high plus aphakic contact lens cases 
(with spectacle prescriptions above + 14.00 sph. for 
distance). 

4. These 7.0 to 8.0 mm. optic lenticular contact 
lenses are not well tolerated or are useless in keyhole- 
pupil aphakic cases. They are well tolerated only in 
well-done round-pupil cases. They are not tolerated 
in cases in which the lens sags, rides high, or displaces 
laterally unless compensation is made to hold the optic 
over the round pupil. 


5. Keyhole-pupil surgery must not be done if one 
anticipates using contact lens correction of the aphakic 
refractive error. 

6. Somewhat larger diameter corneal lenses are re- 
quired in aphakia. 

7. Increased postoperative corneal astigmatism and 
irregular postoperative corneas make corneal contact 
lens fitting very difficult and frequently impossible. 
This should tend to make us do better cataract sur- 
gery to obtain a better final over-all visual result 
with contact lenses. Corneas with surgically produced 
astigmatism can tolerate lenses which are fitted 
steeper than the flattest curve, but trial sets are very 
helpful in determining the final fit. 

8. For maximum efficiency of vision, aphakic pa- 
tients should be made slightly myopic (that is, over- 
corrected) with their contact lens correction—a minus 
.50 sph. myope in the dominant eye and a minus 1.00 
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sph. myope in the nondominant eye for binocular 
contact lens corrected aphakia. 

9. Contact lenses may be fitted in well-done surgery 
aphakic cases 5 to 9 weeks after operation. I have had 
many patients wearing trial aphakic contact lenses 3 
weeks after operation but the lenses must be removed 
with great caution by the eye surgeon himself to pre- 
vent breakdown of the wound. 


MARCH 1969 


10. Contact lenses are very frequently therapeutic 
in removing diplopia in unilateral aphakia when the 
dominant eye is the uncorrected and unoccluded 
aphakic eye. When the nondominant eye is aphakic, 
the uncorrected and unoccluded aphakic eye 
rarely produces diplopia or rarely produces blurri 
of vision for the unoperated normal vision nonaphakic 
eye. 
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Endocrine Clinic 


Virilizing Tumors* 


JOHN W. KENDALL, M.D., and GRANT W. LIDDLE, M.D.,t+ 


Nashville, Tenn. 


IN ALL CASES OF VIRILISM it is important to 
establish whether or not the patient has an 
androgen-secreting tumor. Although such tu- 
mors are rare, precision in diagnosis is of 
utmost importance because the virilism can 
be arrested only by surgical excision of the 
tumor. Ablative surgery generally has no 
place in the management of virilism of non- 
tumorous origin. Fortunately, virilizing tu- 
mors usually have in common certain func- 
tional characteristics which are of value in 
diagnosis. The purpose of this paper is to 
present 4 cases illustrating some of the com- 
mon as well as some of the variable character- 
istics of such tumors. 


Virilism always suggests the presence of an 
excess of androgen. Just as the only sources 
of androgen in the normal individual are the 
gonads and the adrenal cortices, so androgen- 
secreting tumors arise only from gonadal or 
adrenocortical tissue. Just as virilizing neo- 
plasms are relatively uninhibited in their 
morphologic development, so also are they 
resistive to the suppressive influences which 
govern secretory activity of normal glands. 

Although not all androgens are 17-keto- 
steroids and not all 17-ketosteroids are andro- 
genic, it is often helpful to use the chemical 
assay of urinary 17-ketosteroids as an index of 
androgen secretion. One key to the diagnosis 
of an androgen-secreting tumor, then, might 
be the demonstration that urinary 17-keto- 
steroids could not be suppressed by agents 
which would suppress the secretory activity 
of normal adrenals and gonads. In this lab- 
oratory, normal values for urinary 17-keto- 
steroids range from 0 to 2 mg. per day in 
infants, 1 to 5 mg. per day in children, 5 to 


*These studies were supported in part by grants-in-aid from 
the National Institute of Arthritis and Metabolic Diseases 
e 5092) and from the John A. Hartford Foundation. 

From the Department of Medicine, Vanderbilt Universit 
School of Medicine, Nashville, Tenn. : 


15 mg. per day in women and 10 to 20 mg. 
per day in men. The normal ovaries make no 
appreciable contribution to urinary 17-keto- 
steroids. Adult testes contribute about 3 mg. 
per day, and adult adrenal glands contribute 
about 5 to 15 mg. per day. (Although the 
adrenal contribution to the 17-ketosteroid 
titer is greater than that of the testes, the testi- 
cular androgens are biologically more potent 
than the adrenal androgens.) The secretory 
activity of normal gonads can be suppressed 
by administration of estrogen or androgen, 
which act by way of suppression of pituitary 
gonadotropin secretion. The secretory activity 
of normal adrenals can be suppressed by ad- 
ministration of hydrocortisone or, better, by 
its more potent synthetic analogues, which 
act by way of suppression of pituitary adreno- 
corticotropic hormone (ACTH). The secre- 
tory activity of virilizing tumors cannot be 
suppressed by the above means. The applica- 
tion of these principles in the diagnostic 
evaluation of virilism is illustrated in the fol- 
lowing 4 case reports. The typical urinary 
steroid findings in certain examples of viriliz- 
ing disorders are summarized in table 1. 


Case Reports 


Case 1. Virilism in an adult female, caused by a 
tumor of the ovary (arrhenoblastoma). 


The patient was a 45 year old white woman, who 
was admitted to the hospital in June, 1958, because of 
a pelvic mass and hirsutism. Two ectopic pregnancies 
in 1943 and 1944 had led to hysterectomy and bilateral 
salpingectomy. During the year preceding admission, 
the patient first noted coarsening and darkening of 
the hair on the chin and abdomen. She had also be- 
come aware of a fullness in the lower abdomen. 


Physical examination showed a _ well-developed 
woman with minimal hirsutism involving the face, 
breasts, legs and abdomen. The skin was normal in 
texture. There were no abdominal striae, acneiform 
lesions, or recession of temporal hair. The blood pres- 
sure was 110/80. The voice was husky. Pelvic exam- 
ination revealed a firm, mobile, 10 cm. mass in the 
right adnexal area. There were no abnormalities of 
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TABLE 1 
URINARY STEROID VALUES IN CERTAIN TYPES OF VIRILISM 
Uri: 
Basal Suppressibility 
Type Urin. 17-KS of 17-Ketosteroids Metabolites 
Simple 1. Adrenal tumor Slight Normal 
virilism 2. Ovarian tumor t Or normal . Slight Normal 
due to: 
3. Adrenal 
hyperplasia 1 Marked Normal 
Cushing's 1. Adrenal tumor t None t 
syndrome 2. Ovarian tumor 
with (adrenal rest) 4 None t 
virilism 
due to: Adrenal 
hyperplasia t None or slight t 
Constitutional hirsutism Normal Marked Normal 


the external genitalia and the clitoris was not hyper- 
trophied. 

Preoperative studies. Routine urine and blood tests 

were normal. On intraveneous urograms, the pelvic 
mass appeared to indent the bladder. There was no 
radiographic evidence of osteoporosis. 
. Urinary FSH excretion was repeatedly less than 6 
mouse units per 24 hours (normal adult range is 15 
to 45 mouse units per day). Since there was no other 
evidence to suggest pituitary insufficiency in this pa- 
tient, this finding was interpreted to mean that some 
FSH suppressing factor was being secreted from an 
ovarian tumor. 


Urinary steroid studies are illustrated in figure 1. 
Basal 17-ketosteroid values were elevated, ranging 
from 19 to 26 mg. per 24 hours, compared with the 
normal range of 5 to 15 mg. for women. Urinary 
17-hydroxycorticoids ranged from 4 to 6 mg. per 24 
hours, which is within the normal range of 4 to 10 
mg. for adults. The standard ACTH test (50 units in 
1,000 cc. of 5% dextrose in water I.V. over exactly 8 
hours) induced only a slight increase in the already 
supernormal 17-ketosteroid levels, but resulted in a nor- 
mal rise in 17-hydroxycorticoid excretion (normal re- 
sponse is 20 to 40 mg. in adults). The standard ACTH 
suppression test, using /\1-9q-fluorohydrocortisone 
(A1FF) administered in 0.5 mg. doses every 6 hours 


FIG. 1 
CASE |: VIRILISM DUE TO ARRHENOBLASTOMA 
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: Urinary steroids under basal conditions, in response to standard ACTH tests, and in response to A'FF (A!-9a-fluorohydro- 


cortisone) in a patient with an arrhenoblastoma. 
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for 3 days, resulted in some decrease in 17-ketosteroid 
excretion, but did not suppress 17-ketosteroids nor- 
mally. (Potent corticosteroids, such as A1FF or dexa- 
methasone, suppressed 17-ketosteroids to less than 6 
mg. on the third day of treatment in 17 normal 
women studied in this laboratory.) Urinary 17-hy- 
droxycorticoid excretion, however, fell to less than 
2 mg. per day in this patient during A1FF adminis- 
tration, which is normal. 

Operation and pathologic findings. At laparotomy, 
an encapsulated tumor, which measured 10 by 12 by 
15 cm. and weighed 510 Gm., was found to have ap- 
parently replaced the right ovary. The tumor and left 
ovary were removed. There were no signs of metastasis. 
Microscopic examination showed a well-differentiated 
arthenoblastoma of the ovary. 

Postoperative studies. Postoperative basal urinary 
17-hydroxycorticoid and 17-ketosteroid values were 
normal and both responded appropriately to ACTH 
stimulation and A1FF suppression. 

Urinary FSH excretion 3 months after operation 
was greater than 60 mouse units per 24 hours, reflect- 
ing the removal of pituitary suppression by total 
oophorectomy and excision of the tumor. 


At the last examination 15 months after operation, 
the rate of hair growth had diminished, but the voice 
remained husky. There had been no clinical evidence 
of recurrence and urinary 17-ketosteroid excretion re- 
mained at low normal levels. 

Case 2. Virilism in a child, caused by an adreno- 
cortical carcinoma. 


The patient was a 4 year old white girl, who was 
admitted to the hospital in August, 1959, because of 
an abdominal mass. Her parents believed that she was 
entirely well until 2 months before admission, when 
acne of the face and hirsutism involving the genitalia 
and extremities appeared. A growth spurt had also 
been noted. The day before admission she was ex- 
amined because of fever and vomiting and a mass 
was discovered in the left side of the abdomen. The 
family history was noteworthy in that both the pa- 
ternal grandfather and great-uncle had died of renal 
malignancies. 

Physical examination showed a rather muscular girl, 
who was slightly pale. Her voice was deep in pitch. 
The blood pressure was 110/80. Her height was 42! 
inches (84th percentile) and her weight was 45 pounds 
(94th percentile). There was striking acne over the 
face. Coarse, dark hairs were present on the dorsal 
aspects of the forearms, thighs, legs and in the genital 
region, but the face was spared, and the frontal hair- 
line was normal. There was no adenopathy. The mass, 
which was palpable in the left periumbilical region, 
was slightly mobile, but could not be outlined 
discretely. The clitoris was 3 times enlarged, but there 
was no labioscrotal fusion. 

Preoperative studies. Routine blood and urine 
studies were normal. Bone age was estimated by 
tadiographic studies to be between 10 and 11 years. 
Intravenous urograms demonstrated that the left kid- 
hey was displaced inferiorly by a large mass, which 
was partly calcified. 

Figure 2 shows the urinary steroid studies. The basal 
Urinary 17-ketosteroids were markedly elevated, rang- 
ing from 227 to $42 mg. per day, and did not fall 
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when dexamethasone was administered in large doses 
(2 mg. every 6 hours for 3 days). 

Basal 17-hydroxycorticoid excretion was supernormal 
for a 4 year old girl when measured by the Porter- 
Silber reaction and failed to fall during treatment 
with dexamethasone. Since there were no clinical 
findings to suggest hydrocortisone excess, this observa- 
tion suggested that the bulk of these steroids orig- 
inated in the adrenal tumor and that they may have 
been derived from some precursor other than hydro- 
cortisone, the major normal adrenal 17-hydroxycorti- 
coid. Further steroid studies indicated that approxi- 
mately 30% (1.5 mg. in a basal 24 hour specimen) of 
the urinary 17-hydroxycorticoids were metabolites of 
hydrocortisone, while 70% were non-hydrocortisone 
metabolites (e.g., compound-S metabolites and others 
not identified). 

Operation and pathologic findings. At laparotomy, 
an 11 by 10 by 6 cm. encapsulated tumor was found 
to have replaced the left adrenal gland. It was tightly 
adherent to the left kidney, so that during removal of 
the tumor, nephrectomy was also necessary. No 
metastases were found. Microscopic examination of 
the tumor revealed an adrenocortical carcinoma. 

Postoperative studies. During the first few post- 
operative days the acne disappeared. Other signs of 
virilism have persisted, but have not progressed. The 
patient was doing well at last examination 3 months 
after operation. 

Five days after operation, basal urinary 17-keto- 
steroid and 17-hydroxycorticoid excretions were nor- 
mal. Two weeks after operation, responsiveness of the 
intact right adrenal gland to a standard ACTH test 
was determined. An increase in 17-hydroxycorticoid 
excretion (to 7.6 mg.) occurred, which probably is 
normal for a child of this age with one adrenal gland. 

Case 3. Virilism associated with Cushing’s syn- 
drome in a woman with adrenocortical carcinoma. 

The following case has been reported previously in 
greater detail.1 The patient was a 49 year old white 
woman, who entered the hospital in October, 1956, be- 
cause of a 2 year history of weight loss, deepening 
of the voice, acne, hypertension and excessive facial 
hair. Regular menstrual periods had ceased 21 months 
before admission. 

Physical examination showed an obese woman, 
whose face was round and ruddy. The obesity was 
confined to the trunk; the extremities were slender. 
Acneiform lesions were noted on the face and shoulders. 
There was hirsutism involving the face, legs and fore- 
arms; the escutcheon was masculine in distribution. 
There were no striae. The voice was hoarse. The blood 
pressure was 190/110. No abdominal or pelvic masses 
were palpable. The clitoris was 3 times enlarged. 

Preoperative studies. Blood studies revealed a 
hematocrit of 50.2% and a diabetic-type glucose toler- 
ance test. Other routine studies were normal. Radio- 
graphic studies demonstrated osteoporosis of the spine, 
pelvis and ribs (including a fracture of the left 7th 
rib), but the skull was normal. Intravenous urograms 
indicated displacement of the right kidney downward 
and laterally. 


Urinary steroid excretion studies are depicted in 
figure 3. Preoperative basal urinary 17-hydroxycorti- 
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FIG. 2 
CASE 2. VIRILISM DUE TO ADRENOCORTICAL CARCINOMA 
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Urinary steroids under basal conditions, in response to dexamethasone before operation, and in response to ACTH after 
operation (one remaining adrenal gland) in a 4 year old girl with adrenocortical carcinoma. Note that preoperative 17-keto- 
steroids were exceedingly high under basal conditions and failed to fall during dexamethasone administration. 


coid and 17-ketosteroid values were elevated. The Operation and pathologic findings. A well-encapsu- 
standard ACTH test failed to induce a rise in excre- lated tumor weighing 384 Gm. was removed from the 
tion of either 17-hydroxycorticoids or 17-ketosteroids, right adrenal area. The left adrenal gland was left 
and treatment with AIFF (given in 0.5 mg. doses intact. There was no evidence of metastasis. Micro- 
every 6 hours for 2 days) did not suppress these scopic examination showed the tumor to be an adreno- 
values. cortical carcinoma. 

FIG. 3 


CASE 3. CUSHING'S SYNDROME WITH VIRILISM 
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Urinary steroids measured under various conditions over a 3 year period in a patient with adrenocortical carcinoma. In_ the 
preoperative phase steroids were elevated under basal condition, failed to increase normally in response to two standard ACTH 
tests (Oct. 19 and 26, 1956), and failed to fall in response to ACTH suppressive doses of A?FF. In the postoperative phase, 
note the step-wise increase of 17-hydroxycorticoids under basal conditions and in response to successive ACTH tests over the 
years which indicates a return of normal pituitary-adrenal function. 
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Postoperative studies. During the early postopera- 
tive period, urinary 17-hydroxycorticoid and 17-keto- 
steroid excretion fell to negligible values and remained 
low, both under basal conditions and during ACTH 
stimulation. Therefore, hydrocortisone substitution 
therapy was given in doses of 10 mg. twice daily. 
Seven months later, the pituitary-adrenal response 
was again measured. After withdrawal from hydro- 
cortisone therapy, adrenocortical responsiveness re- 
mained subnormal, but had improved considerably 
during the 7 month interval. Regular menses resumed 
8 months after operation. A year later, however, 
menses again ceased, which was attributed to normal 
menopause. The patient no longer required substitu- 
tion therapy. The obesity, hypertension, hirsutism, 
and acne had disappeared, but radiographic evidence 
of osteoporosis was still present. 

Three years after operation, both basal urinary 
steroids and steroid responses to the ACTH stimula- 
tion test were normal. Urinary 17-hydroxycorticoids, 
however, were not normally suppressible (i.e., to less 
than 2 mg. per day) during dexamethasone treatment. 
This resistance to suppression is tentatively inter- 
preted to mean that a small remnant of the tumor is 
still present. 

Case 4. “Nonfunctioning” adrenocortical carcinoma 
in an adult male. 

The patient was a 52 year old white man, who was 
first admitted to the hospital in July, 1954, because of 
a mass in the left side of his abdomen, which had 
been noticed one and a half years previously. The 
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patient had been aware of intermittent anorexia and 
weakness, but had not experienced weight loss, nor 
did he comment on symptoms which might indicate 
an increase in masculinity. 

Physical examination showed a well-developed man 
with a protuberant abdomen. There was no suggestion 
of truncal obesity, acne, striae or bruises; hair distri- 
bution and quantity were normal. The abdomen was 
tender; a large firm mass occupied all of the left side 
of the abdomen and extended into the right side. 

At laparotomy, a huge, encapsulated, cystic tumor 
weighing 6,850 Gm. was removed together with the left 
kidney. Microscopic examination showed an adreno- 
cortical carcinoma. Deep x-ray therapy totaling 2,400 
roentgens was given to the left side of the abdomen. 

Steroid studies were not obtained during the first 
admission. 

On semi-annual checkups, the patient was noted 
to be well until March, 1959, when the mass reap- 
peared in the left upper quadrant of the abdomen. 

Preoperative studies. Urinary steroid studies ob- 
tained during the second hospitalization are depicted 
in figure 4. Basal urinary 17-ketosteroid values were 
elevated. Neither ACTH stimulation nor attempted 
suppression with dexamethasone (administered in 2.0 
mg. doses every 6 hours) resulted in significant 
changes in 17-ketosteroid excretion. Urinary 17-hy- 
droxycorticoid values were normal, both under basal 
conditions and in response to ACTH stimulation. 
However, the administration of large doses of dexa- 


FIG. 4 
CASE 4. "NON-FUNCTIONING" ADRENOCORTICAL CARCINOMA 
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methasone failed to suppress “total” 17-hydroxycorti- 
coid levels. As in case 2, further steroid analyses indi- 
cated that hydrocortisone metabolites formed only a 
small proportion (2.8 mg.) of “total” 17-hydroxycorti- 
coids (8.0 mg.) in one basal 24 hour urine specimen. 
The remainder of 17-hydroxycorticoids consisted 
mainly of compound-S metabolites. 


Operation and pathologic findings. The tumor, 
which was smaller in dimensions but similar in other 
respects to the mass previously removed, was partly 
excised. Separate nodules were found embedded in the 
retroperitoneal space and were not removed. It is 
noteworthy that supportive corticosteroid therapy was 
not required during either operation. Microscopic 
examination confirmed a recurrence of an adrenocorti- 
cal carcinoma. An additional 4,400 roentgens were de- 
livered to the left side of the abdomen as deep x-ray 
therapy. 


Postoperative studies. Five days after operation, 
both urinary 17-ketosteroids and 17-hydroxycorticoids 
were normal. Small doses of dexamethasone (0.5 mg. 
every 6 hours for 2 days) suppressed 17-hydroxy- 
corticoid excretion normally, but still failed to sup- 
press 17-ketosteroid values. 


Discussion 

Several publications? during the past few 
years have suggested the usefulness of ACTH- 
suppression tests in differentiating between 
virilism due to adrenocortical or ovarian tu- 
mors and virilism due to congenital adrenal 
hyperplasia. In virilizing congenital adrenal 
hyperplasia 17-ketosteroid levels are charac- 
teristically elevated under “basal” conditions, 
but with administration of hydrocortisone- 
like steroids they can be reduced to the same 
low levels as in normal individuals. This con- 
dition has been discussed in an earlier paper 
in this series.5 


In all 4 of the cases described above it was 
possible to demonstrate that 17-ketosteroid 
secretion was out of control. “Basal” levels of 
17-ketosteroids were excessive, and attempts 
to reduce them to low levels by the use of 
pituitary suppressors were unsuccessful. In 
each case the hypersteroidism was corrected 
by surgical removal of the tumor. An im- 
portant part of the follow-up care of each of 
these patients is that of serial testing of sup- 
pressibility of urinary 17-ketosteroid levels. 
Recurrence of nonsuppressibility would indi- 
cate that the tumor had not been completely 
removed, and both management and _ prog- 
nosis would be altered accordingly. In case 4, 
in which it was suspected that the tumor had 
not been completely removed, it is probably 
significant that it was not possible to suppress 
urinary 17-ketosteroids postoperatively. Al- 
though the suppression test is valuable in 
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indicating the existence of autonomously 
functioning adrenal or gonadal tissue, it does 
not distinguish between adrenocortical tu. 
mors and gonadal tumors; this question must 
be answered by other means. 


Case 4 is of particular interest because it 
was assumed, prior to the performance of 
special endocrine studies, that this patient 
had a nonfunctioning adrenocortical carci- 
noma. Actually 17-ketosteroids were mark- 
edly elevated; the products of the tumor did 
not induce clinical abnormalities because the 
patient was an adult male in whom virilism 
would be regarded as normal. In reviewing 
the literature on adrenocortical tumors, one 
is impressed by the fact that cases of so-called 
“nonfunctioning” tumors have almost always 
been cases which were poorly studied from 
the standpoint of steroid analyses. For ex- 
ample, in the series of 43 cases of “non- 
hormonal” adrenocortical tumors reviewed 
by Rapaport and associates,® none had a 
single urinary 17-ketosteroid assay recorded 
as having been performed, either before or 
after removal of the tumor. In our opinion, 
an adrenal carcinoma which is truly “non- 
functioning,” in the sense that it secretes no 
steroids whatever, is a phenomenon of ex- 
treme rarity, if indeed, it occurs at all. 

A special set of principles applies to viri- 
lism associated with Cushing’s syndrome. In 
simple virilism (i.e., virilism not associated 
with Cushing’s syndrome) there is excessive 
secretion of androgen without an associated 
excess of hydrocortisone secretion. The basic 
pathologic process may be adrenocortical 
tumor, gonadal tumor, or bilateral adreno- 
cortical hyperplasia. In Cushing’s syndrome 
with or without virilism, there is excessive 
secretion of hydrocortisone which is reflected 
in the supernormal levels of hydrocortisone 
and hydrocortisone metabolites found in 
blood and urine.* From the standpoint of 


*As ordinarily performed the Porter-Silber reaction for “17- 
hydroxycorticoids” is not entirely specific for hydrocortisone 
and hydrocortisone metabolites. Compound-S (11-desoxyhydro- 
cortisone) is also measurable as a 17-hydroxycorticoid and al- 
though not normally present in blood or urine in appreciable 
quantities, it is secreted by some adrenal tumors. Compound-S 
does not have the biologic potency of hydrocortisone and does 
not cause Cushing’s syndrome, but it might, particularly in 
patients with adrenocortical tumors, lead to confusingly high 
17-hydroxycorticoid values in blood or urine (as in cases 2a 
4 as well as those reported by Touchstone et al.’). One should 
not conclude that a patient with features of virilism has oe 
ing’s syndrome merely because of elevated 17-hydroxycortico 
values; rather, one should insist upon clinical manifestations 
hydrocortisone excess (e.g., characteristic fat distribution, ecchy- 
moses, osteoporosis, impaired carbohydrate tolerance, etc.), OF 
obtain more specific evidence of the chemical identity of the 
17-hydroxycorticoids in question, before concluding that 
patient is really secreting hyd:ocortisone in excessive amounts. 
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therapeutic management it is of utmost im- 


portance that simple virilism be distinguished” 


from virilism associated with Cushing’s syn- 
drome. 

In patients with Cushing’s syndrome due to 
tumor, the only definitive treatment is surgi- 
cal removal of the tumor. Since the hydro- 
cortisone secreted by the tumor will have sup- 
pressed ACTH secretion and thereby induced 
atrophy of the nontumorous adrenocortical 
tissue, it is necessary to provide hydrocorti- 
sone therapy during the operative and post- 
operative management of these patients. This 
situation is described in detail in an earlier 
paper in this series.’ In simple virilism due to 
tumor there is no excess of hydrocortisone 
secretion by the tumor, the nontumorous 
adrenal tissue is not atrophic, and it is un- 
necessary to provide hydrocortisone substitu- 
tion therapy during and after removal of the 
tumor. 

In patients with Cushing’s syndrome due to 
adrenal hyperplasia, definitive treatment con- 
sists of pituitary irradiation, hypophysectomy, 
or bilateral adrenalectomy. In simple virilism 
due to adrenal hyperplasia, on the other 
hand, the proper definitive treatment is long- 
term suppression of ACTH secretion through 
the administration of physiologic doses of 
hydrocortisone. This measure would never be 
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efficacious in Cushing’s syndrome with or 
without virilism. 


Summary 


Four cases of virilism caused by tumors 
have been presented. In all 4 cases, ACTH 
suppression tests failed to decrease 17-keto- 
steroid excretion to the low levels which are 
obtained in patients who are endocrinologi- 
cally normal or who have virilizing congenital 
adrenal hyperplasia. The importance of dis- 
tinguishing virilism due to tumor from viri- 
lism due to nontumorous causes and the im- 
portance of recognizing Cushing’s syndrome 
when it is associated with virilism have been 
discussed. 
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The Histopathology of Persistent 
Cat-Scratch Fever Skin Test" 


RAYMOND ALLEN OSBOURN, M.D.,t Washington, D. C. 


Ir is NOW KNOWN that the skin test for cat- 
scratch fever may result in the formation of a 
nodular skin lesion which persists for many 
months.!> The histopathologic characteristics 
of this lesion have been reported,’ but it has 
not been pointed out that these characteristics 
are remarkably similar to those seen in the 
case of granuloma annulare. It is our purpose 
to report another case of a persistent granu- 
lomatous nodule resulting from the skin test 
for cat-scratch fever and to note these histo- 
pathologic changes. 


Report of a Case 


An 18 year old white woman was admitted to Sub- 
urban Hospital on Dec. 1, 1955, because of a swelling 
of left axilla. The disorder had begun one month 
prior to admission with a red, swollen, hard, tender 
lump. Over the next few days the mass subsided, but 
during the next few weeks swelling and tenderness 
returned. 


On physical examination the patient presented a 
circumscribed firm but rubbery-feeling tender mass of 
3 cm. size, situated subcutaneously in her left axilla. 
The urinalysis, blood counts and sedimentation rate 
were within normal limits. 


The axillary mass and enlarged lymph nodes were 
excised in toto and the wound closed by suture. Histo- 
pathologic report on the axillary lesion was: “There is 
a large stellate granuloma lined by epithelioid cells, 
scattered Langhan’s type giant cells, in which there is 
a layer of necrotic material infiltrated by polymor- 
phonuclears. There are a few small masses of calcified 
material in the granuloma. In the fibrous tissue sur- 
rounding the large lesion, there are several circum- 
scribed tubercles made up of epithelioid cells and a 
few small giant cells. In the accompanying lymph 
nodes there are tubercles showing the typical central 
necrosis with nuclear debris, having an outside bound- 
ary of epithelioid cells and a few giant cells.” This 
gave rise to the diagnostic impression of a granuloma- 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 


+From the Department of Dermatology, Georgetown Uni- 
versity Medical Center, Washington, D. C. 
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tous lymphadenitis and cellulitis suggestive of tula- 
temia or cat-scratch disease. 

On Jan. 6, 1956, even though no history of contact 
with cats could be obtained, the patient was given a 
dermal scratch test with the Daniels-MacMurray anti- 
gen on her left forearm. On the test site within 48 
hours, 3 fungating nodules, 4 to 6 mm. in size, devel- 
oped and the test was read as 4+ for cat-scratch dis- 
ease. The skin test nodules persisted over the next 10 
months. 


On Nov. 15, 1956, the patient was readmitted to the 
hospital. She then presented on her left forearm 3 
raised, brown to pinkish, smooth nodules 4 to 6 mm. 
in size. These were situated in the area of the previous 
skin test. They were excised under local anesthesia. 
The skin areas healed uneventfully and the patient 
had no further clinical symptoms. 

Histopathology of skin test lesion. The epidermis 
showed mild hyperkeratosis, irregular acanthosis and 
dilated keratinous follicles. The dermis in its mid- 
portion exhibited a large focus of necrobiotic collagen 
about which there were palisaded epithelioids, fibro- 
blasts and some lymphocytes. Some sections showed 
eosinophilic granules and an occasional giant cell. 
There was a smaller similar focus of necrobiotic col- 
lagen adjacent to the large focus. The configuration of 
the large focus and the location of the smaller one 
suggested that the large focus was formed by the 
fusion of several smaller foci. The blood vessels ap- 
peared essentially normal and the dermal appendages 
did not appear to be involved. The acid-fast stain was 
negative as was the G.MS. stain for fungi. The acid 
mucopolysaccharide stain was positive, the stain for 
mucin was positive and also the stain for reticulum 
(Figs. 1 and 2). 


Discussion 

The persistent granulomatous nodule which 
occasionally forms as a complication of the 
skin test for cat-scratch fever probably should 
not be considered as extremely rare. Gifford,* 
in his skin testing of veterinarians with cat- 
scratch antigen, encountered 4 such lesions 
among his 7 positive reactors. Daniels and 
MacMurray’ advised us that some of their 27 
cases of cat-scratch disease developed necrosis 
at the site of the skin test and a few had nod- 
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FIG. 1 


Skin test area showing focal areas of degeneration of 
collagen in the dermis (X 18). 


ular lesions that persisted at the site, but they 
do not have any figures on how many reacted 
in this way or how long the lesion persisted. 

Since this lesion is characterized histopath- 
ologically in the dermis by focal degeneration 
of collagen, in which the outline of the col- 
lagen bundles tend to remain, and by a 
peripheral palisading of inflammatory cells, 
it must be considered in the histopathologic 
differential diagnosis of granuloma annulare. 
Furthermore, the presence of mucin and the 
absence of obliterative changes in the blood 
vessels make these two conditions even more 
similar, so that at this time it seems impos- 
sible to tell them apart on histopathologic 
grounds alone. 

However, from a practical point of view it 
should seldom, if ever, be necessary to differ- 
entiate the test for cat-scratch fever from 
granuloma annulare without regard to the 
history of the case and some description of 
the clinical appearance and location of the 
lesions. 

There are other conditions which share this 
granuloma annulare-like histology,—for ex- 
ample, rheumatic nodule, necrobiosis lipoidica 


HISTOPATHOLOGY OF CAT-SCRATCH SKIN TEST—Osbourn 


Highpower view of figure 1, showing area of degenerated 
collagen with retention of collagen bundle outline (necro- 
biosis) and peripheral palisading cells (X 115). 


and beryllium granuloma. These may occa- 
sionally cause difficulty in differential diag- 
nosis when this is attempted on histopatho- 
logic grounds alone. 

The rheumatic nodule, which so closely re- 
sembles this picture, is differentiated by the 
fact that the granulomas occur in the subcu- 
taneous tissue and are developed in or near 
synovial membranes.® 


Necrobiosis lipoidica shows necrobiotic 
areas which are not as necrotic, are less well 
circumscribed, have more giant cells, do not 
have mucin but do have lipids, and do show 
obliterative vascular changes.? 


Beryllium granulomas show, in addition to 
necrobiotic areas, the sarcoid-like areas which 
help to make the differentiation.® 

It is not within the scope of this report to 
inquire into the pathogenesis of this unique 
form of degeneration of collagen, but it is in- 
teresting to note that Gifford* thought this 
reaction occurred because the antigen is a 
suspension which contains very fine, probably 
insoluble, particles which remain at the site 
and exert their influence over a long period 


TABLE 1 


Granuloma Annulare 


Degenerated Focus sharply outlined; 
collagen more necrosis 

Giant cells Rare 

Mucin Present 

Vascular changes Minimal or none 

Lipids Usually absent 


Necrobiosis Lipoidica 
Focus not well defined; 
less necrosis; more necro- 


Cat-Scratch Skin Test 


Focus sharply outlined; 
more necrosis 


biosis 
Frequent Probably rare 
Absent Present 


Obliterative changes Minimal or none 
Present Unknown 
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of time. Perhaps further study with fraction- 
ated antigens may explain just what does 
happen to produce this type of necrobiotic 
response. 


It is also interesting that the histopathology 
of the early (48 hour) positive skin reaction 
to cat-scratch antigen shows only a nonspecific 
inflammatory change. Bettly and Fairburn® 
who did a biopsy on such a lesion reported 
only “a zone of round cell infiltrate surround- 
ing the vessels in the upper cutis.” It is pos- 
sible that further study of this reaction to cat- 
scratch antigen may help to explain the still 
unknown pathogenesis of granuloma annu- 
lare. 


Conclusion 


The skin test for cat-scratch fever may re- 
sult in the formation of a persistent granu- 
lomatous nodule in the skin. Another case of 
such a persistent skin test nodule has been 
reported. The histopathologic picture of this 
lesion has been reported and the striking 
similarity of this picture to that of granuloma 
annulare has been stressed. 
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Discussion (Abstract) 


Dr. Vincent J. Derbes, New Orlzans, La. This most 
interesting observation of Dr. Osbourn poses questions 
which are difficult to answer. There are 2 types of 
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persistent positive skin tests. In one of these a positive 
patch test to streptomycin, for example, may remain 
positive for several months as in this instance. I 

to say that I am not as clever as Dr. Osbourn and | 
failed to do a biopsy on this lesion. 

The other type of persistent positive tests are seen 
in sarcoidosis following the use of Kveim material, 
Although antigen is prepared in a similar way for 
both the cat-scratch fever test and for the Kveim test, 
the duration of the two diseases is quite different. It 
might be anticipated, therefore, that the cat-scratch 
test would be positive for shorter periods, and in the 
usual case this is true. Recent work by Kooij and Ger- 
ritsen (Positive “lepromin” reactions with suspensions 
of normal tissue particles. Internat. J. Leprosy, 24:16]; 
On the nature of the Kveim reaction. Dermatologica 
116:1, 1958) has demonstrated that normal liver sus- 
pension as well as normal skin suspension will evoke 
a positive reaction, often persisting for weeks in healthy 
persons. They conclude that they are dealing with 
a sarcoid-type of foreign body reaction or with an 
isomorphic phenomenon. Although similar in that 
epithelioid cells as well as giant cells were present, 
these reactions differed from those of Dr. Osbourn’s 
patient in lacking the palisade effect and the necro- 
biosis. This brings up the further query as to whether 
Dr. Osbourn’s work does not cast some light on two dis- 
eases of essentially unknown etiology, namely granu- 
loma annulare and necrobiosis lipoidica. 

One wonders whether from trauma or otherwise, 
material akin to that used in these various tests has 
not been deposited into the skin where it serves to 
initiate processes which will finally eventuate into 
granuloma annulare or necrobiosis lipoidica. 

Dr. Francis A. Ellis, Baltimore, Md. Dr. Osbourn 
has described a very interesting reaction to the cat- 
scratch antigen. The reaction showed an area of necro- 
biosis surrounded by a zone of epithelioid cells with 
palisading and more distally the zone of small round 
cells. In other words, a granuloma annulare-like re- 
action. 


As we well know, this type of reaction is seen in 
necrobiosis lipoidica and also in many juxta-articular 
nodules and rheumatic nodules. Also what is not so 
well recognized is that it is seen in the early stages of 
papulonecrotic tuberculids, before complete necrosis 
has occurred. It is of interest whether this type of 
reaction occurs in most of the histopathologic pictures 
of reactions to cat-scratch antigen; if so, it may be 
quite helpful in diagnosis. I have seen a biopsy from 
a reaction to typhoid vaccine which showed a similar 
histopathologic picture. In sarcoid we have a delayed 
type of reaction to sarcoid antigen (Kveim reaction) 
which tends to have more tuberculoid or sarcoid his- 
tologic reaction. 
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Fractures of the Femur in Children 


JACK C. HUGHSTON, M.D., Columbus, Ga. 


In femurs in which the epiphyses have not closed, fractures stimulate growth of bone, a fact which 
must be taken into consideration if the temptation is to be overzealous in attaining 
a “perfect” reduction when there may be some overriding. 


JHE PURPOSE OF THIS PAPER is to report cases 
of uncomplicated fractured femurs in children 
and to discuss growth stimulation observed in 
the conservative treatment of these fractures. 

The late Dr. J. Warren White was inter- 
ested in problems of leg length and made 
many notable contributions in this field. The 
work being presented is entirely his and rep- 
resents only one small facet of his contribu- 
tions in this field. 

Thirty-seven cases of fractured femurs un- 
complicated by other disorders were accepted 
for this study. Thus pathologic fractures, 
fractures accompanied by other fractures in 
the same or opposite extremity, compound 
fractures, and fractures in polio or cerebral 
palsy patients were excluded since any of 
these factors might alter the accuracy of the 


FIG. 1, A 


(Case 1) Fractured femur, 17 days after in ury, in vertical 
traction. Note considerable callus. : 


Immobilization 7 weeks after fracture discontinued. Healing 
is adequate, callus abundant. 


study of leg length. The course of the cases 
was followed for at least 3 years or until 
growth stimulation had disappeared as shown 
by two successive measurements of identical 
leg length at a year’s interval. When possible 
these cases were followed to bony maturity. 

That fractures of a growing femur cause 
stimulation of growth has been well known, 
though the capacity of each metaphysial plate 
for growth has not been established nor has 
the length of time that stimulation might 
affect growth been determined.! 

Case | illustrates that once the overgrowth 
becomes stabilized, the discrepancy remains 
constant. In this case a minimal of one-half 
inch of growth occurred over a period of 12 
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Initial leg length x-ray 7 weeks after fracture demonstrating 
one-fourth inch discrepancy, the involved leg being the 
longer, possibly due to distraction. 


FIG. 1, D 


Leg length 8 months after fracture demonstrating one-half 
inch discrepancy, the involved leg the longer,—one-fourth 
inch stimulation of growth in 6 months. 


FIG. 1, E 


Leg length 12 months after fracture demonstrating three- 
fourths inch discrepancy, the involved leg the longer,—one- 
half inch stimulation of growth in 10 months. 


Leg length 6 years after fracture, the discrepancy remainii 
at three-fourths inch. Metaphysial plates are still open and 
growth continuing but no further stimulation. 


months following fracture. The same discrep- 
ancy was demonstrated 6 and 12 years later 
(Figs. 1,A-G). 

One half of the cases reviewed showed an 
initial discrepancy of one-quarter inch with 
the involved leg being the longer.? The other 
one half of the cases showed the uninvolved 
leg to be the longer at the time of the initial 
x-ray study for leg length even though some 
did not show shortening at the fracture site. 

The average stimulation of growth by a 
fracture in good apposition and alignment 
was one-quarter inch after the base-line leg 
length was established by x-ray examination. 


FIG. 1,G 


length 12 years after fracture, the discrepancy of three- 
‘eae wach persists. Chronologic age 17 years, 8 months, 
bone age 17 years, 3 months, and the leg length at chron- 
ologic age, 16 years, 8 months; the metaphysial plates were 
closed at 16 years, 8 months. The discrepancy has been 
maintained with closure of the metaphysial plates. 


a 300 FIG. 1, F 
FIG. 1, C = 
Sy 
MoS, afte 
My 
ind 
= \ 


1960 


VOLUME 53 FRACTURES OF THE FEMUR IN CHILDREN—Hughston 301 


FIG. 2, A 


(Case 2) This initial film of the patient was taken 6 weeks 
after fracture. This patient had been in 40 Ibs. of skin 
traction in an attempt to reduce the overriding. 


In 2 cases there was no stimulation of growth. 
In 4 cases there was stimulation to one-half 
inch growth. Discrepancy present prior to the 
fracture of the femur in the otherwise normal 
patient might account for variation in the 


FIG. 2, B 


FIG. 2, C 


Initial leg length $3 months after fracture with nine-six- 
teenths inch discrepancy, the involved leg being the shorter. 
Fracture site demonstrates incomplete reorganization of the 
medullary canal and cortices. 


base-line leg length. It was evident that stimu- 
lation of growth continued so long as the 
medullary canal and cortical alignment at the 
site of the fracture demonstrated any lack of 
complete reconstruction; this reorganization 
sometimes required a period of 2 to 3 years 
as noted in cases 2 and 3. Growth stimulation 
in a fracture with overriding is much greater 


FIG. 2, D 


Leg length 13 months after fracture demonstrates one-fourth 
inch discrepancy, the involved leg being the shorter. The 
medullary canal is not yet completely reformed. 
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FIG. 3, A 


than in a fracture with good apposition. In 
cases 2 and 3 the stimulation must have 
amounted to at least one inch to have even 
equalized the leg length as demonstrated by 
the x-ray studies of the fractures and the sub- 
sequent leg lengths. The growth stimulation 
in a fracture of the femoral shaft will have 
only a minimal effect on correction of mal- 
alignment. The equalization of leg length by 
stimulation is hindered by malalignment. 


The stimulation of growth by fracture of the 
femur in children is important since often in 


(Case 3) View one month after fracture; patient was un- 
= for 3 months; no treatment attempted for the 
racture. 


the early phases of treatment of such a frac 
ture it is difficult to overcome what appears 
to be about one-half inch of overriding, and 
so more traction is applied in striving for per- 
fection. From the review of these cases it 
would appear that one would actually be more 
of a perfectionist if one routinely could ob- 
tain and maintain approximately one-quarter 
to one-half inch of overriding. Often excessive 
traction is applied to overcome an inch of 
overriding of a fractured femur. Equally dis- 
astrous are open reductions for a bit of over 
riding even when alignment is perfect. Figure 
2,A shows a fracture of the femoral shaft after 
6 weeks in good alignment with about one 
inch of overriding. The family physician had 
recently applied as much as 40 pounds of 
overhead traction in an attempt to reduce the 
fracture and had referred the patient with the 
idea of an open reduction to correct the 
“marked deformity.” Figures 2,B and 2,C 
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demonstrate the gradual reorganization of 
the fracture, and the subsequent leg length 
shown by x-ray examination at one year dem- 
onstrating the leg length to be almost equal 
to that in figure 2,D. Treatment consisted of 
the application of a long leg brace with a pel- 
yic band until adequate union had occurred 
beginning weight bearing, approximately 4 
weeks thereafter. 

The stimulation of appositional growth in 
fractures in children is greatest in the meta- 
physis because of the tremendous hoard of 
bone reorganizers necessary in this region of 
the long bones. From the metaphysial plate to 
the diaphysis there is a gradual, continuous 
narrowing of the bone, but the metaphysial 
plate has no regard for this narrowing and it 
continues to produce perpendicular cartilage 
columns along its whole width. The gradual 
narrowing is dependent upon the abundance 
of bone reorganizers in the cambium layer of 
the periosteum in this region, thus a malap- 
posed fracture is much more readily corrected 
if it is in the metaphysial region in a growing 
child than it is at the midshaft. 

Case 3 demonstrates the considerable ap- 


FIG. 3, B 


One year after the accident child is walking with no evi- 
dence of deformity. The fi She : 


tion which had occurees, ilms demonstrate the reorganiza- 
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Leg length x-ray 12 months after fracture demonstrates one- 

sixteenth inch discrepancy in the involved leg which is the 

shorter. Reorganization is incomplete. The stimulation to 

growth caused a one-fourth inch lengthening over the un- 

involved extremity. 

positional growth which can occur as well as 
the longitudinal stimulation of growth. This 
girl, age 7, the lone survivor of a school bus 
accident in December, 1946, was unconscious 
for 3 months following the accident. The 
simple fracture near the distal end of the left 
femur received no formal treatment. Figure 
3,A shows the considerable overriding, the 
anterior projection of the proximal fragment, 
and excessive callus formation within the 
stripped off periosteum. In addition, there is 
demonstrated considerable absorption of the 
anterior projection of the proximal fragment 
and advanced reorganization of the fracture 
in the metaphysial region (Fig. 3,B). Figure 
3,C shows the leg length, one year after frac- 
ture, to be merely one-sixteenth inch shorter 
on the affected side. The reorganization at 
the fracture site was not complete so it could 
be anticipated that the affected leg would 
eventually be the longer of the two. 


A study of the tibial length in these cases 
showed that all the stimulation of growth in 
the extremity had occurred in the femur 
alone, indicating that the increased blood sup- 
ply to the bone for healing and reorganiza- 
tion was stimulating the metaphysial plates 
to increased activity through the Haversion 
system of circulation within the bone.? 


In conclusion, a 15 year study of leg length 
has demonstrated an average stimulation of 
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growth of one-quarter inch in 37 simple frac- 
tures of the femur. The stimulation is highly 
individual being dependent upon the amount 
of reorganization necessary for proper re- 
construction of the medullary canal and sur- 
rounding cortical structure. At least one 
inch of overriding will be well compensated 
for by the stimulation of growth. Such stimu- 
lation to growth will not compensate for the 
malalignment of a fracture and therefore 
should not encourage us to be careless in our 
management of these fractures. It does encour- 
age us to be more conservative in caring for 
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fractures of the femur in children since they 
will heal adequately and compensate for 
moderate overriding. In treating these frac. 
tures excessive traction and open reduction 
should be avoided. 


1316-13th Avenue 
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Cryptococcosis of the Central 
Nervous System: Four Cases Treated 


with Amphotericin B* 


GEORGE W. SMITH, M.D., JAMES A. KEMP, M.D., 


W. EDMUND FARRAR, JR., M.D., JOHN W. KEMBLE, M.D., and 
DeSAUSSURE F. PHILPOT, JR., M.D.,t Augusta, Ga. 


This fungal infection of the central nervous system is being found with increasing frequency. 
About a half of the reported cases have been found since 1951. The antibiotic 
Amphotericin B holds promise as the best therapeutic agent found to date. 


THE YEAST-LIKE FUNGUS, Cryptococcus neo- 
formans (Torula histolytica), is the most com- 
mon cause of mycotic meningitis and men- 
ingo-encephalitis in man. Since the first case 
was diagnosed in 1914, nearly 300 cases have 
been reported, approximately one half of 
these since 1951. These figures indicate the 
increasing importance of the disease as a diag- 
nostic possibility in obscure disorders of the 
central nervous system. Since many of these 
cases were diagnosed at autopsy, the incidence 
is probably considerably higher than is indi- 
cated by the number of case reports. 

This organism appears as a round or oval 
single-budding, thick-walled yeast-like cell, 5 
to 10 microns in diameter and surrounded by 
a refractile gelatinous capsule which may be 
twice the diameter of the organism proper. It 
enjoys world-wide distribution, and has been 
recovered from a variety of natural sources 
including soil, plants, various animal species 
and normal humans. Clinical cryptococcal 
disease is similarly distributed, but a majority 
of the reported cases have occurred in the 
United States. All races and age groups are 
affected, though the disease has been reported 
most frequently in males between the ages of 
40 and 60 years. The usual portal of entry is 
thought to be the respiratory tract directly 
from the environment—actually the exact 
mode of infection is unknown. Man to man 
transmission has not been reported. In an ill- 
ness in which the causative organism and the 


*Read before the Section and > 
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pathogenesis are so well understood, it is in- 
teresting that the actual route of transmission 
remains an enigma. The lesions may be lim- 
ited to a single organ or organ system, or they 
may be widely disseminated. By far the most 
important form of the disease, both from the 
standpoint of frequency and of consequences, 
is invasion of the central nervous system. This 
occurred in 178 of 220 cases reviewed by 
Carton and Mount.! 

Clinically, cryptococcosis of the central ner- 
vous system usually manifests itself as a 
chronic or low grade subacute meningo- 
encephalitis. As is the case in any meningitis 
or encephalitis, there may be localized or focal 
neurologic signs which suggest an intracranial 
mass lesion. Frequently, due to the basilar 
meningitis, obstruction to the flow of cerebral 
spinal fluid results, with all the signs of in- 
creased intracranial pressure, including papil- 
ledema. This accounts for the high propor- 
tion of cases seen by the neurologist or neuro- 
surgeon. The final fluid findings are often 
similar to those of tuberculous meningitis. 
The differentiation here frequently rests upon 
identification of the yeast fungi in the India 
ink preparation or on culture. The spinal 
fluid is generally clear with a mononuclear 
pleocytosis in the range of 50 to 200 cells per 
cu. mm. Chemical findings in the spinal fluid 
are characterized usually by a moderately ele- 
vated protein and by low to normal glucose 
and chloride. A parenchymatous or first zone 
colloidal gold curve is commonly obtained. 

Until recently the usual course of crypto- 
coccosis of the central nervous system was pro- 
gressive and downhill, life expectancy being 
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in terms of months. Occasional cases ran a 
more benign course, depending on the viru- 
lence of the organism; one case is known to 
have lasted as long as 16 years.? The virulence 
of various strains of the organism has been 
shown experimentally in mice to correlate 
well with the clinical course and longevity of 
the patient from whom the strain was ob- 
tained.313 Therapy in the earlier recognized 
cases consisted of various combinations of 
fever therapy, repeated lumbar puncture, au- 
togenous vaccines and potassium iodide. Later 
the sulfonamides, various antibiotics, bacterial 
toxins, stilbamidine and sodium bicarbonate 
were tried unsuccessfully. Actidione (cyclo- 
hexamide), a di-ketone isolated from the fil- 
trate of cultures of Streptomyces griseus, pro- 
duced temporary remissions in a few patients 
but was attended by various severe toxic re- 
actions.* 

In late 1955 a most significant development 
in the therapy of this disease occurred with 
the isolation of Amphotericin B, an antibiotic 
formed by a species of Streptomyces isolated 
from soil obtained from a river bank in South 
America. This substance has been shown in 
vitro and in animals to inhibit the growth of 
Cryptococcus neoformans.5® It is a relatively 
stable antibiotic in the dry solid form, but 
deteriorates within 24 hours in solutions be- 
cause of hydrolysis and oxidation. Absorption 
from the gastrointestinal tract is minimal, but 
fungistatic blood levels are maintained for as 
long as 18 hours after intravenous infusion. It 
is quickly adsorbed to the red cells and the 
maximum excretion by the kidney occurs dur- 
ing the first 3 hours. It appears to be anti- 
fungal in vitro, not only against C. neofor- 
mans, but also against other yeast and yeast- 
like fungi including Candida albicans, Blasto- 
myces dermatitidis, Blastomyces braziliensis, 
Sporotrichum schenchkit and Histoplasma 
capsulatum. Animal studies show it to be ef- 
fective not only for C. neoformans but also 
for C. albicans, Coccidioides immitis, H. cap- 
sulatum, and Trichophyton mentagrophytes. 
An increasing volume of clinical reports attest 
to the efficacy of the drug in those fungal in- 
fections where in vitro sensitivity has been 
demonstrated.71 

For administration Amphotericin B is for- 
mulated in a freshly prepared sterile suspen- 
sion by mixing it with 5% glucose in water 
to obtain a concentration of 1 mg. per 10 ml. 
The accepted therapeutic dose is in the range 


of 1 mg./kg. body weight per day. However, 
therapy should be initiated with a much 
smaller dose to minimize side reactions. Effort 
must be made to have the drug well agitated 
into suspension before administration by a 
slow intravenous drip over a period of a 
proximately 5 to 6 hours. Mild febrile reac. 
tions are common during the first few days 
but tend to subside with continued therapy, 
If a febrile reaction occurs, the rate of admin- 
istration should be decreased. Antihistamines 
and salicylates have not been particularly suc- 
cessful in preventing this type of reaction, 
Phlebitis at the site of injection is common. 
Heparin has not prevented this complication, 
Nausea and vomiting can usually be con- 
trolled by administration of chlorpromazine 
prior to the infusion. Too rapid administra- 
tion of the drug has resulted in cardiac arrest 
(recovered)? and in profound shock requiring 
vasopressor agents. Many of the problems of 
administration have been eliminated by puri- 
fication and by combination of the antibiotic 
with sodium deoxychelate, resulting in a more 
satisfactory colloidal suspension. Metabolic 
complications in the form of azotemia, anemia, 
and hypokalemia have occurred with varying 
frequency and will be discussed in relation to 
our cases.7-10 
Case Reports (Table 1) 

Case 1. G. B. (001-408*) A 46 year old white man 
was admitted to the Eugene Talmadge Memorial Hos- 
pital on Nov. 1, 1956. He was stuporous and had a 
left hemiplegia. 

In April, 1954, he had been admitted to another 
hospital because of nausea and vomiting, visual and 
auditory hallucinations, unsteadiness on his feet, and 
nuchal rigidity. Diagnostic studies performed at that 
time included a pneumoencephalogram and it was 
thought he had a tumor of the right parietal lobe. 
Biopsies were taken at craniotomy which were te 
ported to have shown evidence of a malignant brain 
tumor. The patient had a subtemporal decompression 
performed on the right side, and the family was ad- 
vised he had a malignant tumor and that nothing 
more could be done. He apparently showed an im- 
provement in his mental state for a matter of months, 
but then began to have severe headaches, progressive 
weakness of the left lower extremity, nausea and 
vomiting, and a cloudy sensorium. It was noted by the 
family that the subtemporal decompression bulged. 
He was admitted to another hospital where the site 
of decompression was pulseless, tense and firm. He 
was responsive only to deep and painful stimuli. An 
exploratory trephine was placed in search of tumor. 
The following day he was transferred to our hospital. 

On physical examination the B.P. was 160/100, R. 
18, P. 78, and T. 36.8°C. Scars of the previous trephi- 


*This case previously reported.™ 
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TABLE 1 
Period of Total 
Initial Treatment Amphotericin B Metabolic Follow-u; 
Patient (Days) (Grams) Complications (Month) 
G.B. Brain tumor 40 2.0 Hypokalemia 34 
LJ Tuberculous 50 2.5 Anemia 22 
meningitis 
B.H. Brain tumor 63 15 Anemia 4 
Azotemia 
Hypokalemia 
H.T. Brain tumor 140 5.7 Anemia 3 
Azotemia 


nations in the frontal region were noted on each side 
of the sagittal suture and there was another old scar, 
8 cm. long, perpendicular to the right zygomatic 
This was over the site of the bulging temporal 

decompression. There was a fresh wound and trephine 
opening over the right parietal area. The brain was 
tense, prominent and nonpulsatile. The pupils were 
dilated but reacted sluggishly. There was nuchal 
rigidity with stiffness and pain on motion. 
Roentgenograms of the skull revealed stippled calci- 
fication in the region of the dorsum sellae and erosion 
of the posterior clinoid processes. Right carotid arteri- 
ography revealed evidence of internal hy 
Ventriculography performed through the 

placed trephine revealed a complete block between the 
$rd and 4th ventricles; 10 ml. of phenolsulfonphthalein 
instilled in the right lateral ventricle failed to be re- 
covered in the lumbar subarachnoid space. With a 
ventricular needle in place, air was placed in the lum- 
bar subarachnoid space and this ascended to fill the 
4th ventricle and the great cistern, which did not seem 
to be displaced or of unusual configuration. It was 
thought that the patient had an internal hydro- 
cephalus caused by aqueductal block. 

A Torkildsen procedure was performed, with im- 
mediate improvement in the patient’s sensorium. 

The spinal fluid revealed cryptococci, both encapsu- 


The patient was treated with tetracycline, nystatin, 
ethyl vanillate, and sodium bicarbonate. In spite of 
this the patient continued to have a downhill course 
and appeared moribund. Repeated studies of the 
spinal fluid showed increasing counts of organisms. On 
Dec. 6, 1956, the patient was started on Amphotericin 
B, 50 mg. LV. daily; 2 days later he began to show 
improvement. He received a total of 2 Gm. of Ampho- 
tericin B over a period of 40 days at 50 mg. daily. A 
lumbar puncture on Jan. 19, 1957, revealed no evi- 
dence of C. neoformans. The cultures were negative. 
The patient was discharged on Jan. 22, 1957. 

Throughout the course of treatment the patient's 
BUN. remained within normal limits. The serum po- 
tassium, which was 5.1 and 3.9 mEq./L. on two de- 
terminations prior to treatment with Amphotericin B, 
fell to 2.6 one week after treatment was begun, and 
remained below 8.5 mEq./L. during the next 3 weeks. 
potassium, 45 mEq./day, was begun, and within 


4 days the serum potassium became normal and re- 
mained so. The Hgb. was 13.9 Gm. per 100 ml. at the 
start of treatment, fell to 12.0 Gm. during the next 9 
days, but rose spontaneously to a level of 15.8 Gm. by 
the time treatment with Amphotericin B was termi- 
nated. 


After discharge the patient was followed on numer- 
ous visits to the Outpatient Department. His spinal 
fluid chemical levels returned gradually to normal, and 
repeated examinations failed to reveal any evidence of 
recurrent disease. He has remained well clinically ex- 
cept for a slight residual tremor of the right lower 
extremity, which is believed to be due to damage to 
the left motor area which occurred while internal 
hydrocephalus was still present and the brain was 
pressed tightly against the bony edge of the old de- 
compression craniectomy. He was last examined in 
October, 1959. 


Case 2. L. J. (006-735) A 49 year old white man 
was transferred to the Eugene Talmadge Memorial 
Hospital on Nov. 25, 1957. 

He had had periodic headaches for 2 years, increas- 
ing in severity during the last 5 months, About the 
same time he developed symptoms of weight loss, 
nausea and vomiting, but had no fever. He had been 
in another hospital for 2 months where he had been 
treated initially with antituberculous drugs and, fol- 
lowing demonstration of Cryptococcus in the spinal 
fluid, with sulfadiazine and iodides. 

The vital signs on admission were: T. 36.7°C., B.P. 
124/90, P. 80 and R. 20 per minute. The patient ap- 
peared chronically ill with obvious weight loss. The 
pupils were equal and responded to light and accom- 
modation; the fundi appeared normal. Marked nuchal 
rigidity was found and the deep tendon reflexes were 
generally hyperactive. There was a questionable Babin- 
ski reflex present on the right, but no other pathologic 
reflexes and no paralysis. Position sense was normal 
but ataxia was marked. 

inal fluid examination revealed the pro- 
tein to be 61 mg. per 100 ml.; the sugar and chlorides 
normal; the cell count was 55 mononuclear cells per 
cu. mm. The colloidal gold curve was 55554321000, 


On Dec. 13, 1957, Amphotericin B, 50 mg. daily, 
was begun in an intravenous drip and this was given 
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0 
lated and nonencapsulated. The count of organisms a - 
was extremely heavy. Culture showed an extensive = 
growth of C. neoformans. Spinal fluid glucose was 73 ’ 
mg. per 100 ml.; chlorides were 130 mEq./L.; colloidal i 
gold curve was read as 5555442100; the Pandy was 4 
plus, and there were 11 WBC per cu. mm., with 6 ; 
polymorphonuclear leukocytes and 5 lymphocytes. 
with negative blood and spinal fluid Kahn tests, India ‘ 
ink preparations were negative but culture for fungi : 
grew out C. neoformans, Cultures for acid-fast organ- es 
isms and PPD. skin tests were negative. Roentgeno- of 
grams of the skull and chest were not remarkable. - 
There was severe arthritic disease present in the cervi- ; 
cal spine. 
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daily for 50 days. The drug was tolerated well with 
only a mild febrile reaction early in the course. There 
was gradual improvement and the patient left the hos- 
pital on Jan. 29, 1958, with only minimal residual 
stiffness of the neck and ataxia. No positive spinal 
fluid cultures were obtained following institution of 
therapy with Amphotericin B. Serial BUN.’s were not 
done, but there was a gradual drop in the Hgb. level 
from 13.2 to 10.7 Gm. per 100 ml. during therapy. 

The patient has been seen at intervals since, being 
last seen in October, 1959. Repeated spinal fluid 
studies have been normal as has been the hemoglobin 
level, and there has been no evidence of recurrent 
disease. 

Case 3. B. H. (015-410) A 17 year old white girl 
was admitted to the Eugene Talmadge Memorial Hos- 
pital May 14, 1959, with a one month history of 
headaches, progressive in severity. 

Seven days before she had been hospitalized else- 
where because of the development of photophobia, 
fever and vomiting. She had received broad spectrum 
antibiotics and intravenous fluids without improve- 
ment. 

On admission the B.P. was 110/80, T. 37°C., P. 80, 
and the R. 20 per minute. She was mentally alert, 
though acutely ill and moderately dehydrated. Positive 
physical findings included marked nuchal rigidity and 
pain, dilated pupils which were equal and responded 
to light and accommodation, and bilateral papillede- 
ma. A number of whitish plaques were present on 
both the buccal and vaginal mucosa. Deep tendon 
reflexes were generally increased, with patellar clonus, 
but there were no pathologic reflexes. 

Lumbar puncture showed clear spinal fluid with an 
opening pressure equal to 550 mm. water. There were 
162 cells per cu. mm., all mononuclears. The India ink 
preparation revealed many spherical, budding, thick- 
walled organisms, surrounded by a capsule and identi- 
fied by culture as C. neoformans. Spinal fluid chemi- 
cal findings were all normal as was the colloidal gold 
curve. No abnormality was present on roentgenograms 
of the skull and chest. The electroencephalogram 
showed a slow wave focus in the right parietal area. 

Immediate therapy with intravenous Amphotericin 
B, 12.5 mg. daily was begun. This was poorly tolerated 
with fever, chills, nausea, vomiting and increased head- 
ache, but it was possible to gradually increase the dose 
to 30 mg. daily over a period of a week. This dose was 
continued for 4 weeks, followed by 35 mg. at 2 day 
intervals for an additional 4 weeks. Periodic lumbar 
punctures were done to relieve the elevated spinal 
fluid pressure. 


The clinical course was marked by continuous im- 
provement so that she was symptom-free upon dismis- 
sal on July 10, 1959. On the day before dismissal the 
spinal fluid pressure was 260 mm. water, with 34 
mononuclear cells per cu. mm. being present. All 
spinal fluid cultures and India ink preparations were 
negative after the second week of therapy. A rise in 
the BUN. during the first 2 weeks of therapy from 11 
to 27 mg. per 100 ml. occurred, with subsequent re- 
turn to normal levels without change in therapy. A 
progressive anemia occurred with a reduction in Hgb. 
from 13.4 Gm. on admission to 9.7 Gm. some 8 weeks 


later. An episode of hypokalemia occurred during the 


MARCH 1960 


6th week of therapy which responded to potassium 
supplements. The serum potassium fell to 2.8 and 29 
mEq./L.; this was not associated with vomiting 
obvious loss of potassium from the gastrointestinal 
tract. 

She was rehospitalized from July 15 to Aug. 15, 
1959, completely asymptomatic. The i 
fluid cell count was 30 per cu. mm. and the protein 
21 mg. per 100 ml. Microscopically and culturally, no 
fungi were found. The Hgb. had risen to 11.6 Gm. per 
100 cc. and the BUN. was normal. A second course of 
Amphotericin B, 25 mg. daily for 2 weeks, was given 
and the patient was dismissed symptom-free. She has 
subsequently been seen in October, 1959, and remains 
well. 

Case 4. H. T. (053-350) A 39 year old colored maie 
porter was admitted to the hospital on April 3, 1959, 
with a chief complaint of tremor of the left hand. 

He related that 5 weeks previously there had been 
gradual onset of a constant throbbing headache in the 
frontal and the vertex areas. This had been accom- 
panied by a mild degree of dizziness and unsteadiness 
of gait, and had been followed abruptly by the tremor 
which increased to a degree that became incapacitat- 
ing. Despite these symptoms he continued to be active 
for an additional 2 weeks before finally taking to the 
bed. 


Two weeks before admission he had become nause- 
ated and vomited and at this time had become febrile. 
Despite therapy by his family physician, a low grade 
fever had persisted as did the tremor and ataxia until 
the time of hospitalization. On admission the vital 
signs were: B.P. 120/80, P. 88 and R. 20 per minute. 
Examination revealed an alert, cooperative man of 
average intelligence revealing no abnormality in sen- 
sorium and not appearing chronically ill. The signifi- 
cant findings were confined to the neurologic system. 
There was some guarding of the neck on extreme 
flexion but the Brudzinski and Kernig signs were not 
elicited. The gait was cautious and unsteady with a 
broad base and slow turning. There was decrease in 
the swing of the right arm and mild ataxia in at- 
tempting the heel-to-toe straight-line walking test. A 
4-5 contractions per second tremor of the left hand 
and forearm was present on rest and became markedly 
pronounced on movement. Deep tendon reflexes were 
equal bilaterally and no pathologic reflexes were elicit 
ed. Position, touch, and vibratory senses appeared in- 
tact. Cranial nerve function was intact and in particu 
lar nystagmus and dysarthria were absent. 

Laboratory studies revealed a Hgb. of 13.2 Gm. with 
a PCV. of 39 per cent. The white blood count was 
7,450 with 45% neutrophiles, 45% lymphocytes, 8% 
monocytes, and 1% basophils. The urinalysis was nor- 
mal with a specific gravity of 1.020. The fasting blood 
sugar was 92 mg. and the blood N.P.N. 33 mg. per 
100 ml. The VDRL. test was negative. 


A lumbar puncture revealed an opening pressure of 
280 mm. of water, the fluid being ground glass in 
appearance and with 874 cells per cu. mm. The dif- 
ferential count was 38% polymorphonucleocytes and 
62% mononuclears. Other spinal fluid studies revealed 
a protein of 164 mg. and glucose of 21 mg. per 100 
ml. The colloidal gold curve was read as 1111284432. 
The India ink preparation was positive for cryptococt! 
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and the’ spinal fluid culture produced a heavy growth 


of C. neoformans. 
An electroencephalogram was interpreted as indicat- 
becom abnormality and was suggestive of a right 
parietal focus. X-ray examination of the 
and skull web nonsevenling. 
During the first few days of hospitalization the pa- 
tient had a low-grade febrile course. On the 5th day 
icin B infusions were with the initial 
dose of 17 mg. daily. After 7 days the N.P.N. had 
risen to 51 mg. per 100 ml. and therapy was withheld 
for a period of one week. Treatment was then rein- 
stituted with a total of 250 mg. of Amphotericin B 
being given over the next 10 days. Unfortunately the 
patient signed out of the hospital against medical 
advice and received no therapy for some two and one 
half weeks. 
was that the ataxia had increased. Lumbar puncture 
showed an opening pressure of 200 mm. water with 
ahe cell count being 177 per cu. mm., 91% mono- 
nuclears. The protein was 86 mg. per 100 ml. and the 
culture was negative for Cryptococcus. The Hgb. at 
this time had dropped to 10.3 Gm. per 100 cc. with a 
white blood count of 5,500—42% neutrophiles, 47% 
lymphocytes, 8% monocytes, and 2% eosinophiles. 
Daily infusions of Amphotericin B, 40 mg., were 
begun. This was subsequently increased to 50 mg. 
daily and maintained at this level for 5 weeks. There 
was progressive improvement in the spinal fluid find- 
ings during this time, as well as in the symptoms of 
tremor and ataxia. At the end of the 5th week, how- 
ever, there was some relapse in the spinal fluid find- 
dhight in the level of peotein and 
cells over the previous week (Fig. 1). For this reason 
the dose of Amphotericin B was increased’ to 75 mg. 
per dose and some 760 mg. given over the next 12 
days. During the previous weeks of therapy the BUN. 
had become persistently elevated to 46 mg. per 100 
ml. but treatment had not been interrupted. There 
now occurred, however, a drop in the Hgb. to a level 
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of 6.8 Gm., because of which treatment was inter- 
rupted and 1,000 cc. of whole blood given over a 
period of some 4 days (Fig. 2). Further transfusion was 
also required a week and 2 weeks later (total 2,000 
ml.). Hematologic studies revealed the anemia to be 
normocytic and normochromic in type. The reticu- 
locyte count was normal. Serum bilirubin levels and 
urine urobilinogen were normal and no occult blood 
was found in the stool. 


At the beginning of the 15th week the dose of 
Amphotericin B was increased to 85 mg. daily for 8 
days, and this was followed by 100 mg. daily for 4 
days. Therapy was again interrupted for one week 
because of a BUN. of 64 mg. per 100 ml. (Fig. 3). 
Pneumoencephalogram was done during this time and 
was normal. During the 17th to the 20th week, 21 
infusions of 100 mg. each were given. 

At the end of the 20th week the patient was dis- 
missed from the hospital, there marked improve- 
ment in the coordination of the left hand and in the 
ataxia. This improvement has been maintained in the 
3 months since discontinuance of therapy and BUN. 
and Hgb. levels have returned to normal. Throughout 
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the course of the illness a minimal lymphocytosis and 
monocytosis persisted, but no evidence of granuloma- 
tous or lymphogenous disease has appeared. 

Of considerable interest is the fact that a raised 
nevus on the right temporal scalp underwent consider- 
able involution during the period of therapy. The 
total dose of Amphotericin B received by this patient 
was 5.73 Gm. 


Discussion 

The 4 cases reported here well illustrate the 
varied nature of the clinical picture that may 
be encountered with cryptococcal infections 
of the central nervous system. Cases 1, 3, and 
4 were initially thought to have brain tumor 
or other intracranial mass lesion, and case 2 
was suspected of having tuberculous menin- 
gitis prior to definitive laboratory studies. 
The importance of suspecting cryptococci 
where increased numbers of mononuclear cells 
are reported in the spinal fluid deserves 
emphasis. 

The usefulness of Amphotericin B in this 
disease now appears well established. The re- 
sults of treatment in these 4 cases are ex- 
tremely encouraging, and are in agreement 
with results obtained by others.7-1° Despite the 
recent suggestion that the drug penetrates 
poorly the blood-cerebrospinal fluid barrier,'? 
intrathecal administration of the drug did not 
appear necessary in our cases. The course of 
our patients has been followed for periods of 
from 3 to 34 months following treatment with 
no evidence of recrudescence of the disease. It 
may be that Amphotericin B is fungistatic 
rather than fungicidal and long-term follow- 
up of these patients will be required to de- 
termine the final result. 

The usual complications of nausea, vomit- 
ing, fever and phlebitis were seen in our cases 
but did not necessitate discontinuance of ther- 
apy in any case. We believe that use of the leg 
veins for administration of the drug should 
be avoided if possible. It is of interest that 
despite the irritant action of Amphotericin B, 
we have used it intrapleurally and intrabron- 
chially without adverse effects. 

The metabolic complications of this treat- 
ment are interesting and deserve further 
study. Azotemia occurred in 2 of our cases. 
The BUN. in case 3 returned to normal with- 
out change in the therapy. In case 4, the 
BUN. rose to the rather high level of 76 mg. 
per 100 ml. but fell quickly to normal follow- 
ing discontinuance of therapy. Brief interrup- 
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tions in therapy have accomplished the same 
result. Proteinuria of a significant degree did 
not occur in our cases. In our subsequent ex- 
perience and in that of others, the creatinine 
clearance has been observed to fall during 
therapy with a concomitant rise in blood 
creatinine level. Although this suggests a 
glomerular lesion, just what the renal lesion 
may be can only be speculated upon. The oc- 
currence of hypokalemia in 2 of our cases 
suggests that a tubular lesion is also at least a 
factor. Hypokalemia has also been re 

by others,” and when it occurs should be cor- 
rected for it may lead to further renal dam- 
age. In our cases, the BUN., creatinine, and 
serum potassium have always returned to nor- 
mal during or upon completion of treatment, 
but this problem would assume greater signif- 
icance in a patient with initially compromised 
renal function. 

A lowering of the hemoglobin was observed 
in 3 of our cases. In case 4, this was progres- 
sive to the degree of requiring multiple trans- 
fusions; but in case 1, the hemoglobin re- 
turned to a normal level without change in 
therapy. The hemoglobin spontaneously re- 
turned to normal in all cases following com- 
pletion of treatment. The anemia seen has 
been normocytic and normochromic without 
accompanying reticulocytosis. No clinical 
jaundice has been encountered, and serum 
bilirubin and urine urobilinogen levels when 
checked have been normal. Despite reported 
cases of gastrointestinal bleeding during Am- 
photericin therapy, this has not been recog- 
nized as occurring in our cases. The absence 
of reticulocytosis speaks against this etiology 
for the anemia and it appears that the best 
explanation is a toxic effect upon red cell 
production. 

Many of the cases of Cryptococcus infection 
previously reported have occurred in con- 
junction with debilitating diseases, such as 
lymphoma, leukemia, etc. It is of interest that 
such is not the case in our small series al- 
though case 4 may be suspected because of 
the persistent monocytosis. 


Summary 
1. Four cases of central nervous system 
cryptococcosis treated with Amphotericin B 
are reported. ‘ 
2. This disease may mimic intracranial 
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mass lesions or tuberculous meningitis clin- 
ically. 

$. The results with treatment with Ampho- 
tericin B have been quite successful, but long- 
term follow-up will be required to determine 
the final result. 

4. The metabolic complications of azo- 
temia, hypokalemia and anemia are discussed. 
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Discussion (Abstract) 


Dr. Bertram E. Sprofkin, Nashville, Tenn. Our 
in the treatment of cryptococcal menin- 

gitis with Amphotericin B are similar in all details 
to those reported by Dr. Smith and his associates. 
Although it must be remembered that this is a re- 
markably intermittent disorder and that remissions 
may be prolonged, yet the results of this recent thera- 
peutic approach have been favorable and encouraging. 
We also observed azotemia in association with the ex- 
hibition of this drug, although the rapid resolution 
of this abnormal chemical ing after cessation of 
therapy supports the hypothesis that the rising N.P.N. 
may be the result of a competitive block in renal 
clearance rather than any permanent renal damage. 
An anemia requiring transfusion therapy has also been 
noted during treatment. The prolonged elevation of 


the cerebrospinal fluid protein following treatment is 
disturbing although not, in itself, a cause for alarm. 


In former years, any patient presenting with a mod- 
erate pleocytosis and a greatly reduced spinal fluid 
sugar was considered most likely to have tuberculous 
meningitis. We are becoming increasingly aware of 
the fact that cryptococcal or torula meningitis is not a 
rare disorder, and the responsible organism is not dif- 
ficult to isolate if it is present in the cerebrospinal 
fluid. During an 18 month period, on a medical serv- 
ice of 150 beds and 3,300 annual admissions, Fitz- 
Patrick and his associates encountered 4 patients with 

is of the nervous system but only one case 
of tuberculous meningitis (Ann. Int. Med. 49:249, 
1958). Dr. Smith and his group collected their cases in 
a similarly brief interval. These observations point up 
the need for an accurate differential diagnosis in the 
patient who presents with a granulomatous spinal 
fluid formula. The availability of increasingly effec- 
tive therapy for these previously hopeless disorders 
underscores this need. 

It has been a pleasure to hear the results of this 
carefully conducted clinical study and to concur with 
the authors in their findings. 
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Bleeding in Diverticular Disease 


of the Colon: 


FRANCIS J. BURNS, M.D.,t St. Louis, Mo. 


Bleeding from the rectum due to diverticulosis of the colon is a subject for controversy. The 
author's experience indicates that such bleeding is associated with malignancy in a high incidence. 


BECAUSE IT SEEMS REASONABLE to consider 
diverticulosis and diverticulitis of the colon 
as part of the same pathologic process, Rosser! 
introduced the term Diverticular Disease in 
1955, and thus it is used in this discussion. 

As to the development of diverticulosis of 
the colon, the most common belief is that mu- 
cosal herniations occur near points of exit or 
entry of blood vessels in the bowel wall.? The 
short branches of the terminal arteries enter 
the bowel wall at the mesenteric border, while 
the long branches enter at the bowel wall near 
the antimesenteric border close to the bases of 
the appendices epiploicae* On the other 
hand, Fansler* believes that most diverticula 
do not occur at the point of greatest vascu- 
larity, and that the occasional presence of a 
blood vessel in the wall of the diverticulum, 
or in its neck would seem to show this to be a 
matter of chance. But regardless of the above, 
bleeding is associated with diverticular disease 
of the colon in a fair number of cases. Indeed 
it would seem quite logical to expect bleeding 
in many such cases when one considers the in- 
flammatory changes in the mucosa incident to 
diverticulitis, granulation tissue, local spasm 
with narrowing of the necks of the diverticula, 
and concretions in the diverticula. Further- 
more, the pelvic colon, being the area most 
frequently involved, is not uncommonly the 
site of a neoplasm. 

In the recent past, surgical texts did not 
list bleeding as a sign of diverticulosis or 
diverticulitis, but these texts were published 
in 1937, 1940, and 1942.57 Lately, however, 
there have been a number of articles in the 
literature discussing bleeding or actual hem- 
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orrhage in relation to diverticular disease, 
Mobley, Dockerty and Waugh? noted that in 
7.4% of cases of diverticulitis at the Mayo 
Clinic there was a history of having passed 
blood by rectum for which no cause, other 
than the diverticulitis, could be found. Keith 
and Rini® recorded a 19% incidence of bleed- 
ing in 317 patients with diverticular disease; 
Bacon and Sherman? found an incidence of 
18% in 117 cases. Rushford! reviewed 90 
papers from the literature and found an aver- 
age incidence of bleeding in 17%, after com- 
puting figures from 45 different series of cases 
containing a total of 6,000 patients. In his 
own personal series, bleeding occurred in 27% 
of cases. In Quin and Ochsner’s!" series of 76 
patients, 48.7% had bleeding. Instances of 
severe bleeding have been reported by several 
authors.1!-17 In Scarborough’s'® experience, 
rectal bleeding, which might have been attrib- 
uted to diverticular disease, was proved to 
have been due to neoplastic disease four times 
out of five. DeCosse and Amendola” state 
that rectal bleeding is rarely due to diverticu- 
litis of the colon, and is usually due to other 
causes, mainly polypi. 


Analysis of Cases 


In 118 cases of diverticular disease of the 
colon, operation was performed on 47 pa- 
tients. Gross bleeding per rectum was present 
in 48 patients (39%), 16 of whom were men 
and 32 women. An operation was done in 21 
of these 48 patients. A colon resection was 
done in 19 instances, and in the remaining 
2 cases a polypoid tumor was removed through 
a sigmoidoscope. Adenomatous polypi were 
found in 9 patients (4 had microscopic 
malignancy in the polypi), adenocarcinoma 
in 7 patients, and diverticular disease only in 
5 patients. There were no deaths. 
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A history typical of diverticulitis was pres- 
ent in 10 cases. 

Severe bleeding was present in 12 patients, 
whose ages ranged from 42 to 84 years. One 
patient was 42 years old, another 50, and the 
remainder between 58 and 84 years. There 
were 2 men and 10 women in this group. Two 
of the patients with severe bleeding under- 
went operation (colon resection), and are in- 
duded in the above group with diverticular 
disease only. The remaining 10 patients were 
treated conservatively; bleeding ceased in 
every case. 

In this group of 12 patients with severe 
bleeding presumed to be due to diverticular 
disease only (but proved in only the 2 cases 
operated upon), the disease affected in the 
main the pelvic portion of the colon in all 
cases except one. In that patient (age 42) it 
affected the right colon as well. 

In 6 patients not operated on, the bleeding 
could have been due to internal hemorrhoids. 
In many of the remaining cases operation was 
advised, but not accepted by the patient. 

Of the 21 patients operated upon, the diag- 
nosis of neoplasm was established in 16. In 10 
patients the diagnosis was made by sigmoid- 
oscopy, in 3 by x-ray, and in $ at the time of 
operation. In this latter greup the diagnosis 
was made only after the operative specimen 
was opened. Therefore, a neoplasm proved to 
be the source of bleeding in 80% of the pa- 
tients operated upon. This percentage would 
no doubt have been lowered if operation had 
been done in more cases of severe bleeding. 
However, the majority of these patients were 
elderly and not good operative risks. 

After operation the bleeding ceased in all 
cases, and did not recur with one exception. 
A patient who had diverticular disease only 
had another episode of bleeding 6 months 
later, and it must be presumed that an in- 
sufficient length of bowel had been excised. 

Discussion 

All patients having diverticular disease 
should have a complete examination includ- 
ing anoscopy and sigmoidoscopy, followed by 
colon x-ray studies. Endoscopy must be done 
under anesthesia in certain cases where exam- 
ination is unsatisfactory without anesthesia. 
The value of this is emphasized in this group 
of cases where, in 10 of 16 cases, a neoplasm 
was diagnosed by sigmoidoscopy. 
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A colon x-ray examination, usually by the 
double contrast method, was made in every 
instance. In some cases this had been done on 
more than one occasion in an effort to demon- 
strate a polyp. 

Persistent, gross bleeding should be consid- 
ered an indication for operation in diverticu- 
lar disease because, from the experience of 
this small group, neoplastic disease is the 
cause of the bleeding in the majority of 
instances. 

Severe bleeding may not be as much of an 
indication for operation, unless the bleeding 
will not cease and cannot be controlled with- 
out operation. Hemorrhage usually occurs in 
elderly people, often as the first sign of their 
disease, and generally subsides with conserva- 
tion management. No patient in this series 
had an operation to check hemorrhage, 
though 2 patients did have a resection after 
bleeding had ceased. 


Summary and Conclusions 


In 118 cases of diverticular disease of the 
colon, gross bleeding by rectum was noted in 
48 cases (39%). Of these, 16 were in men and 
$2 in women. 

Twenty-one of these 47 patients were oper- 
ated upon; bleeding was found to be due to 
neoplastic disease in 16 (80%). 

Because of the high percentage of neo- 
plasms causing bleeding in diverticular dis- 
ease of the colon, operation should be more 
strongly advocated. 
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Hyperparathyroidism: 


THOMAS W. MEARS, M.D., and 


§. JOSEPH CAMPBELL, M.D., Birmingham, Ala. 


The diagnosis of hyperparathyroidism is frequently missed, the patient consulting several 
physicians before the diagnosis is made. This is ilies a ceiehis diedaee if the diagnosis is made 


early and the hyperfunctioning tissue is removed. 


HyPERPARATHYROIDISM is a relatively com- 
mon, potentially fatal illness which is surgi- 
cally curable in most instances if the diag- 
nosis is made before the irreversible renal 
changes of prolonged hypercalcemia have 
been produced. The of this paper is 
to serve as a reminder to the clinician in an 
effort to raise his index of suspicion enough 
to have him determine the calcium and phos- 
phorus levels of the serum in those patients 
whose symptoms suggest the presence of hyper- 
parathyroidism. The first successful removal 
of a parathyroid adenoma in a living patient 
was accomplished by Mandl? in 1925, and the 
report of his case was recorded in the medical 
literature in the following year. The first suc- 
cessful parathyroidectomy in the United 
States was reported by Barr, Bulger and Dixon 
in 1929.2 These authors proposed the term 
“hyperparathyroidism” to designate this con- 
dition. 
Definition 

Primary hyperparathyroidism is a condi- 
tion in which the parathyroid glands secrete 
more hormone than is needed, resulting in 
hypercalcemia, hypophosphatemia, hypercal- 
ciuria and hyperphosphaturia. Excessive 
parathyroid hormone is produced most com- 
monly by a parathyroid adenoma but may 
be the result of primary hyperplasia of the 
parathyroid glands and occasionally may be 
the result of a parathyroid carcinoma. The 
incidence of the lesions giving rise to hyper- 
parathyroidism, as noted in the Mayo Clinic 
series? reveals a single adenoma may be ex- 
pected in approximately 80% of the cases; 
multiple adenomas involving more than one 
parathyroid gland in 10%; primary hyper- 
plasia in 10% and hyperfunctioning carci- 
noma in about one per cent. 


“Read before the Section on Su , Southern Medical 
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Diagnosis 

The diagnosis of hyperparathyroidism de- 
pends upon a satisfactory concept of the basic 
physiology of the parathyroid glands; an 
awareness that there is no single diagnostic 
pattern of signs and symptoms; a high index 
of suspicion in the presence of suggestive 
signs and symptoms, and laboratory confir- 
mation of the presence of hyperparathyroid- 
ism. Essentially primary hyperparathyroidism 
is the result of an excessive production of 
parathyroid hormone. After an injection of 
parathyroid extract the following sequence of 
metabolic changes occur: there is an immedi- 
ate rise in the urinary excretion of phos- 
phorus followed by a fall in the level of serum 
phosphorus, and as the serum phosphorus 
falls the serum calcium level rises. A rise in 
the serum calcium is followed in turn by an 
increased excretion of calcium in the urine. 
This sequence of metabolic events does not 
occur all at the same time, and there may be 
an interval of several hours between the de- 
velopment of the hyperphosphaturia and the 
onset of the hypercalciuria.* This sequence 
of metabolic changes has led Albright* to 
postulate that the parathyroid hormone af- 
fects the phosphates in such a way that their 
excretion in the urine is increased and the 
other changes occur as a consequence of the 
phosphate diuresis. 

How will one make the diagnosis of hyper- 
parathyroidism? 

A positive diagnosis is frequently not estab- 
lished until symptoms and signs have been 
present for several years. This fact is due to 
the nonspecific symptoms associated with this 
disease and to a low index of suspicion on the 
part of the physician. Hyperparathyroidism 
should be suspected in any patient with bone 
changes and symptoms, fatigue, lassitude, uri- 
nary frequency, renal calculi, poor appetite or 
constipation. The association of hyperparathy- 
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roidism with peptic ulcer has also been em- 
phasized in the literature?* and recently Cope 
and associates! have reported the association 
of this disease and pancreatitis. According to 
Black,® four variations of the disease may be 
seen clinically: (1) hyperparathyroidism with 
complications involving the urinary tract; (2) 
hyperparathyroidism with osseous complica- 
tions; (3) hyperparathyroidism with both os- 
seous and renal complications; and (4) hyper- 
parathyroidism with neither osseous nor renal 
complications. Of these 4 variations of the 
disease, hyperparathyroidism with renal com- 
plications is by far the most common type 
encountered. Stones in the urinary tract or 
nephrocalcinosis, or both, have been present 
in 75 to 80% of the cases which have been 
reported.3-11 Cope!2 has stated that 10 to 15% 
of patients with renal stones have been proved 
to have hyperparathyroidism. 

The final decision as to the diagnosis of 
hyperparathyroidism rests with accurate chem- 
ical determinations. Fasting blood levels of 
calcium and phosphorus must be determined 
in a laboratory in which there has been ex- 
perience in these procedures. To evaluate 
the calcium level the serum protein level 
must be determined, because the total blood 
calcium is composed of protein bound, as well 
as ionized calcium. The latter, only, is the 
elevated factor in hyperparathyroidism. The 
urinary excretion of calcium is also deter- 
mined on several successive days. The patient 
should be on a low calcium diet for at least 
3 days before collecting a 24 hour urinary 
sample. Screening tests based on the concen- 
tration of calcium in the urine are far less 
certain than studies of the serum calcium and 
should not be relied upon either to exclude 
or confirm the need for further evaluation 
in a patient suspected of having hyperpara- 
thyroidism. 


Differential Diagnosis 


Hypercalcemia is the most constant labora- 
tory finding in hyperparathyroidism and 
when a reliable laboratory has reported sev- 
eral calcium determinations above the normal 
range the various causes for hypercalcemia 
must be determined. 

Hypervitaminosis D. Prolonged intake of 
massive doses of vitamin D may result in 
changes of the value of the calcium and phos- 
phorus in the blood and urine which cannot 
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be distinguished from those of hyperpara- 
thyroidism. These findings may also persist 
for months after the administration of vita- 
min D has been discontinued. This diagnosis 
can be excluded only by careful questioning 
of the patient regarding his intake of medi- 
cation. 

Metastatic Lesions in the Bone. Wide 
spread osteolitic metastatic neoplasm may 
produce hypercalcemia, especially following 
hormone therapy. The phosphorus level in 
these patients is usually normal but may be 
elevated or, rarely, depressed. The phospha- 
tase concentration may be increased. The 
presence of a primary neoplasm or symptoms 
associated with a malignant lesion should 
provide the necessary evidence for the correct 
diagnosis. Metastasis to the bone are most 
commonly derived from a neoplasm involv- 
ing the prostate, thyroid, lung or kidney. 

Multiple Myeloma. The osseous changes 
of myeloma may be entirely absent or may 
manifest themselves as a solitary, sharply 
demarcated lesion or as a few punched out 
areas. However, at times the roentgenologic 
appearance may be similar to that of the 
skeleton with generalized osteitis fibrosa. The 
serum calcium may be high, and when it is, 
the calcium excreted in the urine is also ele- 
vated. The serum phosphorus is usually 
normal. The serum phosphatase is rarely, if 
ever, elevated. This may be an important dif- 
ferential point. Other clinical features to aid 
one in a correct diagnosis are the presence 
of Bence-Jones proteinuria, the presence of 
plasma cells in the peripheral blood or a posi- 
tive finding on sternal biopsy. 

Sarcoidosis. The positive radiographic 
changes are not generalized in Boeck’s sarcoid 
but are usually limited to the hands and feet. 
The serum level of phosphorus is normal and 
the presence of hyperprotenemia is important 
in differentiating Boeck’s sarcoid from hyper- 
parathyroidism. 

Hypercalcemia Resulting From Prolonged 
Excessive Intake of Milk and Alkali. Without 
a proper history this syndrome may be very 
difficult to differentiate from primary hyper- 
parathyroidism with secondary renal damage. 
These patients, of course, should be treated 
with a low calcium intake, however, the renal 


damage is irreversible. 
Osteoporosis. One finds this condition 
mostly in children following extensive immo 
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bilization of the skeleton, or when a large part 
of the skeleton has been isolated from stresses 
and strains by infantile paralysis. This, how- 
ever, should present no difficulty in differen- 
tiation from hyperparathyroidism, the cause 
of the disuse is evident, the serum phosphorus 
is not reduced and the alkaline phosphatase 
is normal. 


Treatment 


The only effective treatment for hyperpara- 
thyroidism is surgical removal of the hyper- 
functioning tissue. When the diagnosis has 
been made the surgeon must be convinced of 
its accuracy. He must then accept the fact that 
one or more adenomas or primary hyper- 
plasia exists and must be prepared to con- 
tinue his search until the adenomatous or 
hyperplastic tissue is found. If a small tumor 
is missed during the first operation it is very 
unlikely that it will be found at the time of 
the secondary operation because of the scar- 
ring resulting from the previous operation. 
This leaves the patient with a potentially 
fatal, but originally curable, disease. Identi- 
fication of the normal parathyroid gland is 
not difficult and should be a routine pro- 
cedure during the course of subtotal thyroid- 
ectomy. If not impinged upon by adjacent 
structures, the parathyroid gland is usually a 
flattened oval shape. However, the shape may 
vary from round to flat, to leaf-like, depend- 
ing on the pressure from the surrounding 
structures. The surface is smooth and has a 
characteristic fine, granular appearance due 
to the network of minute vessels beneath the 
capsule. The vessels enter the gland at a 
definite hilus. The color of the parathyroid 
gland varies with age and per cent of fat 
content in relation to the parenchyma. 

The most characteristic feature of a para- 
thyroid gland in an adult is the yellow-brown 
color. Hyperparathyroidism due to an ade- 
noma will produce atrophy of the uninvolved 
glands and the identification of the atrophic 
gland is far more difficult. This is true be- 
cause of the progressive loss of the character- 
istic brownish color as the gland develops 
more fat in relation to the parenchyma. 
Extreme care must be used during the identi- 
fication of the parathyroid glands. The slight- 
est break in a meticulous technic may stain 
the field with blood in the areolar tissue and 
destroy the color contrasts which are neces- 


sary for identification of the normal or 
atrophic parathyroid glands. 

The varied locations of the parathyroid 
glands are dependent, in part, on the em- 
bryonic development and, in part, on the 
displacement of the abnormal gland, particu- 
larly if the latter is enlarged, by both gravity 
and negative intrathoracic pressure. The de- 
velopment of the upper pair of parathyroid 
glands is the simplest. These glands develop 
in close association with the lateral primordia 
of the thyroid gland arising from the fourth 
branchial cleft. The parathyroid cells appear 
above and behind the lateral thyroid com- 
ponent, arising from the same cleft and 
descend in this relationship to the lateral 
thyroid as it grows down into the neck to 
join the median thyroid component. 

On the basis of the embryonic migration, 
the region in which the superior gland may 
be found is more limited than that of the 
inferior gland. It is bounded above by the 
upper part of the larynx, inferiorly by the 
lower pole of the thyroid, anteriorly by the 
middle layer of the deep cervical fascia, pos- 
teriorly by the prevertebral fascia. The medial 
and lateral boundaries are the hypopharynx, 
or esophagus, and carotid sheath respectively. 
This pair of glands almost always lies in a 
plane dorsal to the recurrent laryngeal nerve 
and inferior thyroid artery. Because of their 
limited embryologic migration, the upper 
pair of parathyroid glands have been much 
easier to identify surgically. A superior gland 
may become displaced into the posterior 
mediastinum against the prevertebral fascia 
but it always retains its blood supply through 
a vascular pedicle from the thyroid arteries 
or their anastomosis. 

The inferior pair of glands develop on the 
third branchial cleft in close proximity to the 
primordium of the thymus gland. These 
glands migrate caudad with the thymus and 
are subject to a greater variation in location 
and blood supply. As a rule, the inferior 
parathyroid gland is deposited opposite the 
lower pole of the thyroid gland or just below 
and ventral to the inferior thyroid artery, the 
recurrent laryngeal nerve or even the inferior 
thyroid veins. At times the inferior para- 
thyroid glands descend beyond the lower pole 
of the thyroid and are deposited low in the 
anterior neck and even into the anterior 
mediastinum. The inferior parathyroid glands 
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may be found in the visceral compartments 
of the cervical fascia at any level from the 
upper border of the larynx to, and including, 
the anterior mediastinum. 

The most common location of the inferiorly 
placed gland, however, is near the posterior 
lateral surface of the inferior pole of the thy- 
roid gland anterior to the branches of the 
inferior thyroid artery and recurrent laryn- 
geal nerve. In addition to the variation in the 
position of the parathyroid glands because 
of their embryogenesis, when enlarged they 
may be displaced caudadly due to gravity or 
intrathoracic suction. 

Because of the dorsal position of the su- 
perior parathyroid gland, it tends to descend 
into the posterior superior mediastinum. The 
inferior glands may be displaced into the 
anterior or the posterior superior medias- 
tinum, depending on their position before 
displacement. A cervical gland which has be- 
come displaced into the mediastinum carries 
its blood supply with it and consequently a 
pedicle which connects the gland to the vas- 
cular supply of the thyroid is identified.* 
The gland which develops within the medias- 
tinum may receive its blood supply from any 
neighboring vessel and may not have a vas- 
cular pedicle leading into the cervical region. 
Any of the parathyroid glands may be situated 
within the corresponding lobe of the thyroid. 
Also the inferior gland may remain within 
the capsule of the thymus. 

The operative approach to cervical dis- 
section for hyperparathyroid is the same as is 
used in performing a thyroidectomy. In ex- 
posing the thyroid gland, if there is any 
apparent difference in the contour of the 
thyroid, the larger side is exposed first. 

In the absence of a demonstrable tumor 
mass the dissection may proceed from either 
side. It is most important that dissection pro- 
ceed in a systematic fashion with identifica- 
tion of each gland. As has been emphasized 
previously, the dissection must be done care- 
fully without soiling the operative field from 
hemorrhage. When the regions about the 
thyroid gland have been thoroughly searched 
and the offending gland or glands have not 
been found, the dissection is widened. The 
area as high as the upper border of the larynx 
is explored and the areolar tissue as far 
lateral as the carotid sheath is searched. The 
esophagus should be examined because a 
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gland may hide behind it or between it and 
the trachea. The absence of a vascular pedicle 
along the esophagus offers strong evidence 
against a gland being found in this area. As a 
final step in a cervical dissection which has 
been fruitless up to this point, each lobe of 
the thyroid gland should be carefully exam- 
ined and occasionally even incised in order to 
exclude intrathyroidal parathyroid adenoma. 
It is not unusual to carry out a subtotal thy- 
roidectomy as the concluding step in the dis- 
section if a goiter is present. 

According to Black? and Cope,"® the cervi- 
cal dissection should be done first and the 
mediastinal exploration should be under. 
taken at a later date. This allows the surgeon 
to be more thorough with cervical dissection 
and avoids the tendency to a cursory dissec- 
tion of the cervical region then proceeding to 
the mediastinal dissection on the assumption 
that the tumor will be found in this location. 

In the usual case of primary hyperpara- 
thyroidism due to hyperplasia, relatively large 
masses of brownish tissue are encountered on 
either side lateral to and behind the thyroid 
gland. The hyperplastic tissue should be com- 
pletely dissected and freed from the surround- 
ing tissue so one can be more certain of 
preserving vascularized tissue. Black" has 
recommended that 30 to 200 milligrams of 
viable tissue should be preserved in such cases 
of hyperplasia. Tetany has not resulted when 
as little as 30 milligrams of parathyroid tissue 
has been preserved. If an infiltrating carci- 
noma should be found, the tumor, theoretic- 
ally, should be removed as radically as pos- 
sible. The contiguous thyroid tissue, or even 
the entire lobe, possibly the recurrent laryn- 
geal nerve and all accessible regional lymph 
nodes should be sacrificed. It is admitted, 
however, that such surgical efforts to cure an 
infiltrating carcinoma may meet with little or 
no success. 


Illustrative Case Histories 


Case 1. E. G., a 45 year old white woman, was 
hospitalized on Nov. 13, 1951, complaining of pain in 
her feet, elbows and hands, off and on for about a 
year. The pain had not been aggravated by movement. 
There was no swelling or tenderness and no limitation 
of motion of any of the joints. About 8 or 4 months 
prior to the time of her admission she felt something 
snap in the dorsum of her right hand and experienced 
excruciating pain. The dorsum of her hand became 
swollen and had remained enlarged and tender since 
that time. 
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Examination revealed a well-developed woman in 
no apparent distress. Blood pressure was 140/90. The 
thyroid was palpable but nontender. There were no 
significant physical findings other than a swollen, 
indurated, firm area over the dorsum of the right 
hand. 

A presumptive diagnosis of hyperparathyroidism 
with spontaneous fracture was made, but it was neces- 
sary to discharge this patient on Nov. 15 and she was 
readmitted to the hospital on Dec. $3. The history at 
this time was essentially the same as on the previous 
admission. On physical examination the right hand 
was improved. 

Laboratory data on this admission revealed a RBC. 
count of 4.16 million, Hgb. of 12.5 Gm. and a WBC. 
count of 7,250. The blood phosphorus was found to 
be 2.3 and calcium 16 mg. per 100 cc.; the alkaline 
phosphatase was 19 Bodansky units. Roentgenograms 
showed multiple rarifications in the bone suggestive 
of parathyroid disease. 

At operation, there was a nodule on the right side 
of the thyroid gland which appeared to be an 
ment of the gland itself, and additional dissection of 
the neck showed no evidence of parathyroid hyper- 
plasia or adenoma. The nodule in the thyroid lobe 
was incised and frozen section confirmed the presence 
of parathyroid tissue. The right lobe of the thyroid 
gland was removed and the pathologist confirmed the 
presence of a parathyroid adenoma. 

The patient had a rather uneventful convalescense 
with return to normal of the serum calcium level and 
improvement of the bony lesions. 

Case 2. C. W., a 55 year old white man was ad- 
mitted to the hospital on Aug. 4, 1957, because of bi- 
lateral renal and ureteral calculi. This man had passed 
stones repeatedly in the past, and on previous studies 
had shown an elevated serum calcium. During this 
admission he was evaluated for hyperparathyroidism 
in an effort to explain the repeated formation of 
stones. Shortly after admission he had fever and passed 
a ureteral calculus. 

On physical examination there was no enlargement 
of the thyroid and no mass in the neck. 

Laboratory data revealed a Hgb. of 13.5 Gm., and 
WBC. count of 9,500. The urine was acid, had a 
specific gravity of 1.020, albumin of 3 plus, and 15 to 
20 WBC. per hpf., and was loaded with red blood 
cells. The BUN. 15.5 mg. per 100 cc. Following this 
the patient passed the ureteral calculus and was much 
improved. Additional laboratory data showed an alka- 
line phosphatase of 3.9 Bodansky units, serum phos- 
phorus of 2.7 mg. and calcium of 11.1 mg. per 100 cc. 
A 24 hour urine specimen, after the patient had been 
on a low calcium diet, revealed 453.6 mg. calcium ex- 
creted in the period. The serum protein was 6.4 Gm., 
albumin 3.3 Gm. and globulin 3.01 Gm. per 100 cc. 
The phosphorus again was $2 mg. and the calcium 
114 mg. per 100 cc. 

The diagnosis of hyperparathyroidism was thus con- 
firmed. Exploration of the neck revealed a parathy- 
toid adenoma at the level of the inferior thyroid 
artery on the right side. This was excised completely 
and no additional adenomas were identified. The pa- 
tient responded very well postoperatively with a 
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prompt return of his calcium and phosphorus to nor- 
mal levels. 

Case 3. F. T., a 45 year old white woman was ad- 
mitted to the hospital on Aug. $1, 1958, complaining 
of upper abdominal distress, suggesting duodenal 
ulcer, for several weeks prior to the time of her ad- 
mission. She had been treated with a program for 
ulcer management, but because of increasing symp- 
toms was admitted for evaluation. She also gave a 
history of pain in the back and hip since February, 
1958, and for several months prior to the admission 
complained of general malaise, weakness, polyuria and 
extreme thirst. 

Physical examination revealed a nodular enlarge- 
ment in the thyroid gland at the junction of the 
isthmus with the left lobe. She also showed tenderness 
to palpation in the epigastrium. 

Laboratory data: The WBC. count was 8,750, the 
PCV. 41%, and the Hgb. 12.1 Gm. Total protein was 
74 Gm., albumin 4.9 Gm. and globulin 25 Gm. per 
100 cc. Serum phosphorus was 2.8 mg. and calcium 18 
mg. per 100 cc.; a second calcium was 16.9 mg. The 
24 hour excretion of calcium in the urine on an 125 
mg. calcium intake daily, revealed 228 mg. per 24 hour 
specimen. This was repeated and found to be 2263 
mg. per 24 hours. Another serum calcium was 17.5 mg. 
per 100 cc., and phosphorus $.1 mg. The alkaline 
phosphatase was 13.1 Bodansky units. 

At operation a parathyroid adenoma was found 
posterior and medial to the upper pole of the right 
lobe of the thyroid gland. This adenoma was excised 
completely, and following this a subtotal resection of 
the thyroid gland was done because of the nodular 
enlargement of the left lobe. The pathologist con- 
firmed the presence of a parathyroid adenoma and a 
colloid adenoma of the thyroid gland. The patient 
tolerated the operation very well. The serum calcium 
levels returned to normal and she has remained much 
improved symptomatically. 

Case 4. A. H., a 63 year old white man, was ad- 
mitted to the hospital on Sept. 26, 1959, with a history 
of multiple episodes of renal calculi since 1950. It had 
been noted on a previous admission that he had an 
elevated serum calcium. He also complained of in- 
creasing weakness over the 2 years prior to admission, 
and associated with this had been some weight loss, 
the exact amount was unknown. 

Examination showed his blood pressure to be 
120/70. He had considerable emphysema but no ab- 
normal findings in the neck. 

He was placed on a diet containing 125 mg. of cal- 
cium per day. 

Laboratory data: The WBC. count was 9,100, PCV. 
was 42%, and Hgb. 13.5 Gm. The N.P.N. was 35 mg., 
creatinine 1.0 mg., the phosphorus 2.1 mg., and the 
calcium 12.3 mg. per 100 cc. The alkaline phosphatase 
was 6.9 Bodansky units. A second phosphorus deter- 
mination was 2.0 mg. per 100 cc. The phosphorus 

was 72% and a second time was found 
to be 75 per cent. The Sulkowitch was reported to be 
positive. The total serum protein was 6.6 Gm. with 
albumin 4.8 Gm. and globulin 18 Gm. per 100 cc. 

X-ray examination of the abdomen revealed many 
calcific densities overlying the symphysis pubis which 
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were thought to represent prostatic calculi. The kid- 


operation, the calcium returned to a normal 
. The patient has continued to improve in his 
and lassitude. 


Summary 

Hyperparathyroidism is a relatively com- 
mon, potentially fatal illness which is surgi- 
cally curable in most instances. It may be 
defined as a condition in which the para- 
thyroid glands secrete more hormone than is 
needed, resulting in hypercalcemia, hypo- 
phosphatemia, hypercalciuria and hyperphos- 
phaturia. 

Four variations of h thyroidism may 
be seen clinically: (1) hyperparathyroidism 
with complications involving the urinary 
tract; (2) h thyroidism with osseous 
complications; (3) hyperparathyroidism with 
both osseous and renal complications; and 
(4) hyperparathyroidism with neither osseous 
nor renal complications. Of these 4 variations, 
the first is by far the more common type 
encountered. 

The diagnosis depends upon a satisfactory 
concept of the basic physiology of the para- 
thyroid glands, an awareness that there is no 
single diagnostic pattern of signs and 
symptoms, and a high index of suspicion on 
the part of the physician. The final decision 
as to the diagnosis rests with accurate chemi- 
cal determinations. 


cussed. The embryology of the parathyroid 
glands has been reviewed. 

The only effective treatment for primary 
hyperparathyroidism is surgical removal of 
the hyperfunctioning tissue. It is most im- 
portant that the surgical dissection proceed 
in a systematic fashion with identification of 
each gland. The operative field must be dis- 
sected meticulously without soiling from 
hemorrhage. 
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Introduction 


Most PHYSICIANS will be surprised to learn 
that otolaryngologists perform the majority of 
the nasal plastic operations in the United 
States today. 

If the surgeon sets for himself a high stand- 
ard of both cosmetic and functional results, 
rhinoplasty will prove to be one of the most 
difficult plastic surgical procedures; it has 
been aptly termed “surgery of millimeters.” 

There is no doubt that the well-trained 
general and plastic surgeon can satisfactorily 
handle uncomplicated cases, but our experi- 
ence has been that, in 9 out of every 10 cases, 
acceptable cosmetic and functional results de- 
pend largely upon proper management of the 
nasal septum and other factors which might 
prejudice the nasal airways postoperatively. 
Specialized training and concentration in one 
area of activity does give the otolaryngologic 
plastic surgeon an insight that enables him to 
probe more deeply into the dual aspects of 
thinology and plastic surgery; this should 
cause him to treat more adequately highly 
complicated cases which demand more metic- 
ulous attention to detail. 


Purpose of Presentation 


Inasmuch as management of the nasal sep- 
tum is so often the key to the successful out- 
come of rhinoplasty, this presentation is de- 
signed to briefly discuss concurrently per- 
formed septal surgery and to call attention to 
the role of the otolaryngologist in the current 
status of this type surgery. Three cases are 
illustrated in figures 1, 2, and 3. 


Indications for Rhinoplasty 


Most nasal plastic operations are still per- 
formed because the patient desires an im- 
provement in appearance, i.e., he or she wants 


*Read before the Section on Ophthalmology and Otolaryn 
y, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 
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Much more interest is being shown in cosmetic surgery. Technics in rhinoplasty are being 
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a nose which is harmonious with the remain- 
der of the face rather than one which is dis- 
torted or incongruous. On the other hand, the 
desire for change may be motivated by eco- 
nomic considerations or of a career as is the 
case with models, actresses or salesmen. Or, it 
may be, as so often happens, that the nose is 
becoming progressively more disfigured the 
older the patient becomes until difficulty in 
breathing occurs. At times, patients have de- 
formities of the inside of the nose which im- 
pair breathing, cause headaches, or predispose 
to paranasal sinusitis which cannot be satis- 
factorily corrected without aligning the ex- 
ternal nose. 


Indications for Septal Surgery at the Time 
of Rhinoplasty 


Many might be under the impression that 
the septum need be worked on at the time of 
rhinoplasty only when the nose is deviated 
from the midline. On the contrary, experience 
has shown that septal surgery is often required 
even when the nasal pyramid is accurately 
centered. 

It is usually necessary to straighten the 
nasal septum concurrently with the perform- 
ance of rhinoplasty for one or more of the 
following reasons: 


1. To adequately narrow the bony pyramid. 

2. To permit complete osteotomies and mo- 
bilization and realignment of the bony frag- 
ments. 

3. To prevent postoperative deviation of 
the nose. 

4. To avoid interference with the newly 
created airways. 

5. To avoid development of frequent head- 
aches following operation. 


General Considerations 


Certain basic principles underlie septal sur- . 


gery performed concurrently with rhinoplasty: 
1. Any septal deformity occurring entirely 
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(Case 1) (A and B) Combined external nasal and septal deformity corrected by rhinoplasty and septal reconstruction pet- 
formed simultaneously. (C and D) Pre- and postoperative views of nasal tip. 


FIG. 1 


(Case 2) (A and B) Combined rhinoplasty and submucous resection. Acrylic implant in chin to increase projection. (C 
and D) Pre- and Postoperative lateral views. Note increased projection of the chin. 


(A and B) Rhinoplasty and septal reconstruction combined with chin implant. 


(C and 


D) Lateral views of same 


FIG. 3 
vo 
(Case 3) 
patient. 
ae 
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behind the level of the lines of lateral oste- 
otomy may be corrected with the well-known 
Killian technic. This procedure requires only 
about 5 minutes, adds little to the over-all 
morbidity, and improves results by eliminat- 
ing many possible complications. Fracture 
and displacement of the septum, advocated by 
some in lieu of submucous resection, does not 
accomplish the reduction in volume of the 
septal skeleton so often needed. Incidentally, 
we have never observed symptomatic “flutter- 
ing” of the septum following submucous re- 
section; therefore, it seems unwarranted to re- 
place free cartilage grafts between the layers 
of mucoperichondrium and so expose the pa- 
tient to the development of septal thickening 
should these implants become displaced. 


2. In many cases with a deviated septum the 
nasal turbinates are larger on the concave side 
than on the side of the deviation, and, when 
the septum is straightened, the hypertrophied 
structures will block the airway. Good func- 
tional results can be obtained only if the 
larger turbinates are reduced in size (Fig. 4). 


3. When the septal deformity extends an- 
terior to the level of the lines of lateral oste- 
otomy, all factors which might conceivably 
cause postoperative reproduction of the de- 
formity should be corrected; these include 
equalization of the nasal bones, upper lateral 
cartilages, and pull of the mucoperichondrium 
and mucoperiosteum, realignment of the fron- 
tal and nasal spine, and any innate curvature 
or widening of the cartilage and bone. At the 
same time, the septal surgery should be per- 
formed without producing a saddle-nose de- 
formity, retraction of the columella, or widen- 
ing and depression of the nasal tip. 


4. Regardless of the technic used to align 


FIG. 4 


(A) Typical congenital septal deviation with hypertrophy 
of turbinates on concave side. (B) Situation resulting when 
the septum is straightened, but hypertrophied turbinates 


are not reduced in size, left airway is now blocked. (C) Air- 
ways made equal by reduction in size of the left turbinates. 
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the septum, it is highly preferable to keep the 
caudal end of that structure intact so that it 
extends as one piece from the nasal spine and 
adjoining maxillary crest to the cartilaginous 
dorsum and cephalad along that structure to 
a point beneath the nasal bones. In most in- 
stances one cannot remove the entire caudal 
end of the septum and expect the tensile 
strength of the upper and lower lateral carti- 
lages to maintain projection of the lower one 
half of the nose. Should it become necessary 
to replace the caudal end of the septum, the 
implant should likewise consist of a solid 
piece of cartilage which extends from the 
maxillary crest to the dorsum; there will in- 
variably be some loss of projection if multi- 
ple, small, free grafts are used. In this connec- 
tion, if cartilage replacement is required, the 
patient’s own septal cartilage is preferable to 
banked cartilage. 

5. When the caudal end of the septum must 
be realigned, it would seem desirable to leave 
the mucoperichondrium attached to one side 
of the cartilage, if possible, to prevent its dis- 
placement. 

6. If mucosal grafts are needed to lengthen 
the mucoperiosteum on one side of the sep- 
tum, it is well to have a piece of cartilage 
attached as this prevents contracture of the 
membranes; ideal places to obtain satisfactory 
material are from the caudal end of the upper 
laterals when the nose is shortened and from 
the cephalic margin of the lower laterals when 
those structures are reshaped. 


Notes on Technic 


When septal alignment is part of rhino- 
plasty, it is performed after removal of the 
hump, instead of before, to avoid the possi- 
bility of too generous a septal excision; should 
the latter occur, one would lose the advantage 
of having a continuous strip of cartilage along 
the dorsum for support. 

If the hump has been removed by the intra- 
mucosal method,! mucoperichondrial eleva- 
tion is extended from one of the submucosal 
tunnels previously created beneath the dor- 
sum; thus, there is no danger of the elevated 
flap falling into the interior of the nose—it 
remains attached to the upper lateral carti- 
lages and the nasal bones (Fig. 5). Generally, 
elevation should be done on the side with the 
relatively longest membrane so that any sub- 
sequent shortening resulting from scar-tissue 
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FIG. 5 


Extending Elevation of mucous 
membrane prior to Submucous 
Resection 


Ease with which mucoperichondrium is elevated when 
retrograde intramucosal hump removal is used. 


contracture would have a tendency to equalize 
the tension on the septum. 

Some of the commonly encountered deform- 
ities are managed as follow: 


1. Septal deviation posterior to the level of 
the lateral osteotomies. These may be satis- 
factorily managed by the well-known Killian 
type submucous resection (Fig. 6,A). 

2. Dislocation of the septum from the nasal 
spine and maxillary crest with straight carti- 
laginous nasal dorsum. An incision is made 
through the cartilage parallel to, and on a 
level with the upper border of the spine and 
crest after any necessary Killian procedure has 
been completed. The overlapping cartilage is 
excised along its entire length. The mucoperi- 
osteum is elevated from both sides of the max- 
illary crest and spine; any deviation, thicken- 
ing, or lipping of these structures is corrected. 
Though the mucoperichondrium on one side 
of the cartilage segment remains unelevated, 
the septum is mobile and may easily be cen- 
tered in a midline position over the spine and 
crest, 

One or two mattress sutures are placed im- 
mediately posterior to the cartilage to coapt 
the mucoperichondrial layers; two mattress su- 
tures are also used to approximate the layers 
of membrane between the cartilage and the 
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crest and spine. Last, a suture which has 
previously passed through the caudal end of 
the septum is tied around the nasal spine. 
Thus, the caudal segment cannot move in- 
ward or to either side of the crest or spine 
(Fig. 6,B). 

Should any disparity exist between the 
lengths of the mucosa covering the septum, an 
incision is made in the floor of the nose and 
an appropriately sized mucosal graft inserted 
to lengthen the short side to prevent post- 
operative reproduction of the deformity. 

3. Septal dislocation with straight cartilag- 
inous dorsum deviated from the midline. The 
above technic is followed but, in addition, a 
strip is excised at the bend of the cartilage. 
Thus, in effect, the septum becomes a chon- 
droplastic flap which may be shifted to the 
midline. The upper lateral cartilages must be 
equalized, and it is possible to additionally 
stabilize the septum by suturing it to them 
near their junction with the nasal bones (Fig. 
6,C). 

4. Deviation of both the cartilaginous and 
bony dorsum from the midline. In such in- 
stances the technic is simply expanded to in- 
clude fracture of the frontal spine and equali- 
zation of both the bony and cartilaginous 
walls of the nose. 

5. C- and S-shaped deformities of the nasal 
dorsum. These are, admittedly, the most dif- 
ficult to correct; fortunately, they are encoun- 
tered relatively rarely. 

One may resort to either of two procedures, 


FIG. 6 
A. 


approximate level of line of fateral osteotomy ; 
’ Killian SM_R. may be performed for deformities 
posterior fo the line 


(A) Deviation posterior to line a-a’ may be corrected by 
Killian technic. (B) Technic used when caudal end of 
the septum is deviated in addition to deviation posterior to 
line a-a’; shaded area indicates septum preserved. (C) 
Technic used when there is a caudal dislocation in addition 
to deviation of the bony skeleton and deviation of 
septum posterior to line a-a’. 
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or it is possible to combine certain features of 
both. 

The first consists of modifying the chondro- 
plastic flap technic so that, instead of one 
solid piece of cartilage being attached to the 
mucoperichondrium, there will be a number 
of individual segments resulting from having 
excised strips to break the spring. It is desir- 
able to suture the elevated mucoperichon- 
drium to each individual segment to prevent 
overlapping of their edges; those adjacent to 
the upper lateral cartilages and to the crest 
and spine are further stabilized by suturing 
them to those structures. There will be some 
loss of profile projection when healing occurs; 
one may compensate for this by laying a carti- 
laginous implant over the dorsum and rein- 
forcing the columella by extending a cartilag- 
inous batten from the maxillary spine up be- 
tween the medial crura. 

Postoperatively, the straightened septum is 
splinted externally by a nonyielding metal 
splint which “sandwiches” it between the 
mobilized lateral walls of the nose; internally, 
plates of dental impression wax are used on 
each side of the septum. Such splinting is con- 
tinued for 4 to 7 days. 

The other alternative is to completely ex- 
cise the deformed cartilage and replace it with 
an implant. This is excellent provided the 
cartilage used can be obtained from the pa- 
tient’s own nose, that is, if it can be shifted 
anteriorly to fill the defect. However, when 
banked cartilage must be used, one runs the 
risk of absorption and subsequent loss of sup- 
port for the caudal three fifths of the nose. 

Discussion 

The number of rhinoplasties performed 
each succeeding year is increasing by geometri- 
cal proportion. In such metropolitan centers 
as New York, Chicago and Los Angeles, the 
experienced observer will be able to note in- 
dividuals who have had nasal plastic surgery 
in almost any public gathering. If one visits 
hospital operating suites in these areas, it is 
not unusual to see several nasal plastic opera- 
tions scheduled each day, the majority by 
otolaryngologists. During a recent visit to the 
Los Angeles area, I visited a general hospital 
whose surgical schedule contained 14 such 
operations, 11 of which had been booked by 
otolaryngologists! 
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A great part of the increased acceptance of 
this procedure by the general public is due to 
the fact that since otolaryngologists again be- 
came interested in this type surgery they have 
been untiring in their efforts to reduce opera- 
tive and postoperative morbidity, minimize 
complications, and increase accuracy in regard 
to obtaining the highest degree of predictable 
results by meticulous attention -to detail. 
Additionally, beginning with the efforts of 
Fomon, they have conducted what almost con- 
sists of a “crash” program of teaching and 
disseminating information about the proced- 
ure. This has led to a better understanding of 
the numerous variables inherent in the opera- 
tion by an ever-enlarging group of surgeons 
who profit by basking in a healthy scientific 
atmosphere wherein there can be a wide- 
spread exchange of ideas. 

The patient has been the ultimate benefici- 
ary. He is rarely hospitalized for more than 24 
hours after operation. Edema and discolora- 
tion have been minimized to such an extent 
that work may be resumed in from 3 to 7 
days; the bandage is removed entirely, and 
not reapplied, after 5 days. Most are delight- 
fully surprised that there is virtually no pain 
either during or after rhinoplasty; patients 
who have had both testify that the morbidity 
following tonsillectomy is infinitely greater. 
Finally, and most important, he can now 
rightfully expect a high general average of 
lasting good results; in the light of present 
understanding of the operation, there is no 
longer any reason why one should breathe 
worse or suffer from headaches after opera- 
tion. 


Summary 


1. Acceptable cosmetic and functional re- 
sults following rhinoplasty depend largely 
upon proper management of the septum in 
about nine out of every ten cases. 

2. The otolaryngologic plastic surgeon, be- 
cause of specialized training in rhinology and 
concentration in one area of activity, is 
uniquely equipped to manage the special 
problems which rhinoplasty poses. 

3. The indications for and the technics of 
management of septal abnormalities at the 
time of rhinoplasty are outlinea. 

4. The contribution of the otorhinologic 
plastic surgeon to the current high state of 
development of rhinoplasty is discussed. 
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Discussion (Abstract) 


Dr. William K. Wright, Houston, Tex. It gives me 
great pleasure to discuss this very excellent and timely 
paper. Rhinoplastic procedures are becoming more 
widely accepted and sought after and the otolaryngol- 
ogist has been largely responsible for this change. 
Otolaryngology is also the best source for the training 
of the ever increasing number of rhinoplastic surgeons 
that will be needed. 


I find it difficult to discuss the technical considera- 
tions of this paper. Dr. Anderson has visited almost 
every one of repute in rhinoplasty and has selected, 
modified and improved on the gleanings from all of 
these sources to a point where he has a truly eclictic 
style. The few points on which we do disagree are so 
minor that he does not mention them in his paper. I 
can, however, make a few suggestions and amplifica- 
tions. 

1. While routine replacement of cartilage is not 
necessary in the Killian type of septum operation, 
there are two conditions where it should be done. 

a. Where the mucoperichondrial flaps have been 
severely traumatized or torn, and subsequent perfora- 
tion of the septum is a danger. 

b. Where the air spaces are wide and there is 
dryness and a tendency toward nasal atrophy. 

2. Dr. Anderson points out that often the turbinates 
on the concave side of the septum are large and must 
be reduced in size if the septum is to be straightened. 
It is my experience that this situation occurs in the 
developmental type of septal deformity and I have 
noted, in addition, that the turbinates are contracted 
and small on the convex side. Straightening of the 
septum will leave too wide an air space on that side 
with a tendency to late nasal atrophy. I personally feel 
that the posterior portion of these septums is best left 
alone in most instances except for the removal of 
sharp spurs. This can usually be done with a chisel 
after elevating only the mucosa over the spur. The 
mucosa is replaced after the spur has been removed. I 
should also like to emphasize that this does not apply 
to traumatic deformities, but only to developmental 
deviations of the septum where the growth of the 
turbinates has compensated to produce a relatively 
normal size though slightly crooked airway. 


3. I was glad to see Dr. Anderson emphasize the 
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importance of continuity in the caudal and dorsal por- 
tions of the septal cartilage if the projection of the 
cartilaginous portion of the nose is to be maintained. 
A saddle nose is very disfiguring. I shall never forget 
1949, when a scientific exhibit at the Palmer House 
maintained that the septum did not support the nasal 
dorsum and that, since postoperative saddle nose was 
due to contraction of scar tissue, one could remove the 
entire septum and prevent a saddle deformity by 
merely placing multiple pieces of cartilage between the 
septal flaps. I got two successive saddle noses the first 
week I returned home and both occurred right on the 
operating table. 


Incidentally, saddle deformity can occasionally occur 
on the table even when an apparently adequate dorsal 
and caudal margin of cartilage has been preserved. 
This situation is most likely to occur in a thin, high 
nose where there is much tension of the supporting 
septum, and I think one of the first things we should 
teach new residents is how to take care of this un- 
comfortable situation. We make a small pocket by 
undermining the skin over the dorsum of the carti- 
laginous portion of the nose in the midline. This 
pocket is made either through the transfixion or hemi- 
transfixion or by making a small 1 cm. incision just at 
the caudal end of the septum. This pocket is filled 
with multiple, small, thin, almost transparent shavings 
of septal cartilage. The nose is then molded into posi- 
tion and is packed, taped and splinted to prevent 
hematomas of the dorsum. We like this method much 
better than the one piece method of implant because 
the shavings, if done correctly, are never palpable or 
visible postoperatively. An alternate method of correct- 
ing this sudden development of saddle effect of the 
cartilaginous dorsum can be carried out where there 
is a concomitant hump present and it consists of low- 
ering the hump to reduce the profile to the level of 
the saddle effect of the cartilaginous dorsum. 

4. Dr. Anderson mentioned the possibility of over- 
riding of the mobilized septal cartilage on the max- 
illary crest or between segments of the gridded septal 
cartilage. We prevent this type of overriding by mat- 
tress sutures through the cartilage and both muco- 
pericardial flaps with one arm of the suture passing 
between the cartilaginous segments or underneath the 
septal cartilage. The close attachment of the septal 
flaps to the cartilage prevents overriding. 

In conclusion, I congratulate the author on a very 
excellent and apt paper. If he has time in his discus- 
sion, I hope he will touch upon his method of packing 
and splinting nasal plastics. I feel that it is one of the 
most rewarding recent additions to my own technic. 
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Polymer Osteosynthesis* 


IRVING REDLER, M.D., G. GERNON BROWN, JR., M.D., 


and WILLIAM V. TREKELL, M.D.,t New Orleans, La. 


| 


The introduction of this method of fixing fractures was greeted with much interest and 
enthusiasm. As so frequently happens with the new, reservation is needed until 
adequate clinical trial has established the indications for use as well as 


the complications which may attend its use. 


THE USE OF A POLYURETHANE POLYMER for 
rapid internal fixation of bone was described 
in 1958 by Mandarino and Salvatore.1* The 
material, Ostamer,* was prepared by mixing a 
prepolymer and a catalyst at the time of oper- 
ation. The resulting liquid polymer was 
poured into a prepared bone cavity. It set 15 
to 20 minutes later and was sufficiently 
hardened within an additional 24 to 48 hours 
to permit weight bearing or functional use, if 
desired. Previous animal experimentation had 
demonstrated replacement of the material by 
the host’s bone within a period of 18 to 24 
months. 


Clinical Material 


Our clinical experimental use of this prod- 
uct was begun in February of 1959. The cases 
were carefully selected to determine the ap- 
plicability and efficacy of this material. Many 
of the cases were chosen because of the thera- 
peutic difficulties they presented, or because 
of previous failure by conventional ortho- 
pedic procedures. 

Fifty operations were performed in 41 pa- 
tients. Seven of the group were children. The 
operative procedures were: 


1, Open reduction and fixation of fresh 
fractures 6 (neck of femur 2, shaft of femur 2, 
neck of humerus 2). 


2. Fixation of pathologic fractures 3 (man- 
dible 2, shaft of humerus 1 (Fig. 1). 


3. Nonunion and delayed union 18 (femur 
3, tibia 7, humerus 3, radius 2, ulna 3). 


*Read before the Section on Orthopedic and Traumatic 
, Southern Medical Association, Fifty-Third Annual 

Meeting, Atlanta, Ga., November 16-19, 1959. 

tFrom the Department of Orthopaedics, Louisiana State 

University School of Medicine, and the —_— States Public 

Health Service Hospital, New Orleans, 


*A product of the Wm. S. Merrell Company, Cincinnati, 


FIG. 1 


appearance of fixation of pathologic fracture 
of humerus due to multiple myeloma. Rush Nail used to 
reinforce Ostamer. 


4. Osteotomy 3 (femur 2, tibia 1). 
5. Filling of bone defect 1 (tibia). 


6. Orthrodesis 19 (spine 4, hip 2, knee 3, 
ankle 4, subastragalar 5, proximal interpha- 
langeal joint 1). 
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Operative Technic 


The use of this material necessitated the 
development and employment of new opera- 
tive technics. The basic procedure consisted 
in the preparation of a cavity in the bone at 
the fracture site and filling it with Ostamer. 
Standard operative approaches were used. 
Tourniquets were applied whenever possible, 
because the manufacturer stressed the diffi- 
culty of achieving bonding of this material to 
bone in the presence of blood. Lesions of the 
shafts of long bones were fixed by removing 
cortical strips of varying rengeps. from each 
fragment with a motor saw and hollowiiig ‘the 
medullary cavity, which was then filled with 
Ostamer. Lesions at the ends of long bones 
required the removal of the cortical strip from 
the diaphyseal fragment and cavitation of the 
epiphyseal fragment, followed by filling of 
the defect with the material. Later, we made 
two modifications in this technic. The first 
was the routine use of reinforcing metal to 
prevent breakage at the fracture site (Figs. 2 
and 3). The second modification was the ap- 
plication of the removed cortical fragment as 
an onlay graft on the side opposite the Os- 
tamer, thus affording additional opportunity 
to obtain union. 

The technics for arthrodesis were predi- 
cated on the expectation that new bone would 
rapidly invade and ultimately replace the 
Ostamer, completely ankylosing the joint. 
Arthrodesis of the knee, ankle subastragalar 
joint and interphalangeal joint of the finger 
was performed by hollowing the articular end 
of each component bone, forming one large 
cavity crossing the center of the joint, and 
filling it with the polymer (Fig. 4). Arthro- 
desis of the hip was performed through a 
Smith-Petersen approach, attempting to bond 
the Ostamer to prepared cavities in the 
femoral head and neck and the pelvis. As an 
additional safeguard, we later modified the 
technic by placing pieces of cancellous bone 
in contact with denuded portions of the joint 
surface so as to obtain direct bony union. In 
arthrodesis of the spine, the bone grafts were 
applied to the roughened laminae and the 
polymer was poured over the denuded and 
undercut spinous processes, so as to bind them 
together and prevent motion in the operated 
segment of the spine. 


The manufacturer’s instructions for prepa- 
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FIG. 2 


Nonunion of tibia of 4 years’ duration. Previous unsuccessful 
plating and secondary autogenous bone graft. 


ration, mixing, and pouring of Ostamer were 
carefully followed. Manual mixing by rapid 
stirring with wooden tongue blades was used 
initially. Later, wire beaters propelled by 4 
rotating motor saw were substituted for easier 
and more thorough mixing. 

The polymer did not set properly on sew 


eral occasions. Difficulty was encountered iff 


determining the mixing end point of Ostamer, 
It was found to vary with the temperature of 
the chemicals at the time of mixing, the dura 
tion of mixing, and the method of mixing. 
Whenever a proper quality of polymer mix 
was not obtained, it was discarded. If poured, 
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it was removed from the bone cavity by burr- 
ing and curettage and a new batch was pre- 

and poured. Complete fixation of the 
bone fragments was determined by gentle mo- 
tion of the limb before the wound was closed. 
If any motion between fragments was demon- 
strated, the material was removed and re- 
placed. 

All patients were immobilized postopera- 
tively by plaster of paris or traction for sev- 
eral days to several weeks. In some cases, 
because of apparent precarious fixation or 
subsequent failure of fixation, immobilization 
was continued for several months in an at- 
tempt to obtain bony union. Weight bearing 
or functional use was not permitted until 
wound healing had occurred, and only if 
there was clinical evidence of solid fixation. 


FIG. 3 


Two weeks postoperative. Egger’s plate inserted in medullary 
1X vied and imbedded in Ostamer. Cortical strip removed 
d ; Proximal fragment applied to lateral aspect of the 
d, site of nonunion to provide additional opportunity for union. 
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Six months postoperative appearance of arthrodesis of ankle. 
Patient had had 2 unsuccessful attempts at arthrodesis by 
conventional technics. Note the surgical cavitation of the 
distal end of the tibia and the astragalus. 


Results 


Our results can only be evaluated at this 
time as to the maintenance of the initial fixa- 
tion and the subsequent development of bony 
union by callus formation. A result was con- 
sidered successful if there was x-ray evidence 
of bony union by callus formation. The re- 
sults were classified as failures if any motion 
developed postoperatively at the site of fixa- 
tion, even though union might ultimately be 
obtained by continued external immobiliza- 
tion. The maintenance of fixation without 
x-ray evidence of union was considered to be 
of undetermined status, capable of uniting or 
breaking, at any time. Judged by these stand- 
ards, 11 cases have healed, 17 have failed, and 
22 are still of undetermined status. 

In the upper extremity, 8 of 11 operations 
on long bones have healed, (humerus 5, 
radius 1, ulna 2), 2 have failed, and one is 
apparently holding, but ununited. In contrast, 
only 3 of 18 bone operations on the lower 
extremity have united, (shaft of femur 2, 
tibia 1), 11 are known failures of fixation, 
and 4 are still undetermined. 


FIG. 4 
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Four arthrodeses have failed, 2 at the knee, 
one at the hip, and one at the proximal inter- 
phalangeal joint of the finger. The remaining 
15 are apparently holding, but they do not 
show any evidence of bony union. 

Complications 

Various complications developed in the use 
of this material. The Ostamer column broke 
at the fracture site in 5 cases, 3 times in the 
shaft of the tibia, twice in the neck of the 
femur. Failures of this type were evidently 
due to the insufficient strength of the im- 
bedded material. The amount of material that 
can be introduced into the bone cavity is lim- 
ited anatomically by the diameter of the 
medullary cavity, and cannot be significantly 
increased by operative technic. Since the 
strength of the Ostamer varies directly with 
the quantity that can be introduced into the 
bone cavity, Ostamer should not be used with- 
out metallic reinforcement in bones with 
small sized medullary cavities. 


The Ostamer column pulled away from the 
bone cavity in 11 cases. This was confirmed 
at subsequent operation in 7, and was demon- 
strated in the other 4 by stress x-rays or 
manipulation under a fluoroscope. Included 
in this group are the 4 failures of arthrodesis, 
2 tibial and femoral osteotomies, a gunshot 
fracture of the femur, and 4 nonunions, 3 of 
the tibia and one of the femur. This type of 
failure is apparently not due to the insuffi- 
cient strength of the material, but results from 
the failure of the Ostamer to adhere to, and 
bond with the bone. It is significant that 14 
of the 17 failures occurred in weight bearing 
locations. 

We found no correlation between the use of 
tourniquets and the outcome of our cases. Of 
33 operations in which a tourniquet was em- 
ployed, 6 united, 13 failed, and 14 are of un- 
determined status. Of 17 operations per- 
formed without a tourniquet, 5 healed, 4 
failed, and 8 are still undetermined. 

Wound infection and draining sinuses of 
varying severity developed in 14 cases at 
different postoperative intervals. Drainage 
through a small sinus developed in 3 patients 
several weeks after the wound was completely 
healed. In 2 cases drainage did not develop 
until 4 months postoperatively. Seven of the 
infections followed arthrodeses; one developed 
after fixation of a displaced fracture of the 
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neck of the humerus, and 6 involved fixation 
of the tibia and femur. The remaining one 
followed stabilization of a pathologic fracture 
of the mandible due to multiple myeloma. 


Three factors are believed to have contrib. 
uted to this high incidence of infection: the 
apparent foreign body reaction of Ostamer, 
the necessity for extensive bone excavation in 
many of these procedures, and possible con- 
tamination by a carrier member of the opera- 
tive group. Further study is being devoted to 
this. 

Systemic toxicity has not been observed to 
date. 

It has been necessary to remove the Os- 
tamer in 10 cases because of persistent infec- 
tion and drainage. This procedure will prob- 
ably be necessary in 3 additional cases. In 2 of 
the cases the bone had already united by 
callus at the time of removal. Subsequent 
bone grafting will probably be required in 
the remaining cases when wound infection 
subsides. 


Secondary Repair 


Secondary repair with Ostamer was at- 
tempted in 4 cases in which it had failed in- 
itially. Two were in nonunion of the tibia; 
one was in a gunshot fracture of the femur 
with a defect of approximately 2 inches; the 
other was a supracondylar osteotomy of the 
femur. One tibial nonunion was additionally 
reinforced with an Egger’s plate imbedded in 
the medullary cavity. In this case the bone 
united and the patient is ambulatory. The 
other nonunion of the tibia promptly broke, 
and was immobilized in a plaster of paris cast 
in an effort to obtain union. It is still un- 
united. The supracondylar osteotomy repaired 
with Ostamer alone broke, and was immobi- 
lized in a plaster of paris spica. Union has not 
been obtained to date. The gunshot fracture 
of the femur was again operated upon, and 
intramedullary plates imbedded in the Os 
tamer. Immobilization in a plaster of paris 
spica is being continued. While the fracture 
appears to be holding, there is no x-ray evi 
dence of union. 


Biopsy Material 
Specimens of Ostamer have been recovered 
from 14 patients operated upon a second time. 


Seven have been examined microscopically 
and the remaining 7 are in various stages of 
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preparation. The specimens were taken from 
areas in intimate contact with the bone and 
from the center of the Ostamer mass. Most 
sections from the area of bone contact showed 
some degree of fibroblastic proliferation with- 
in the superficial portions of Ostamer. There 
was no evidence of osteoblastic activity in the 
more central portions of the Ostamer, even as 
late as 4 months postoperatively. These stud- 
ies will be continued to determine if Ostamer 
is replaced by bone in humans. This will re- 
quire at least 3 to 5 years of observation. 
Discussion 

A sufficient number of operations have 
been performed to provide an adequate test 
of this material. These cases will be carefully 
followed. Future observation of this group 
will undoubtedly provide important addi- 


tional knowledge of the behavior of this 
material in humans. 


Until we can determine the causes of the 
complications in our use of this material, and, 
until the ultimate fate of Ostamer in the 
human body is known, our future use will be 
restricted to the treatment of pathologic frac- 
tures and to the occasional situation that is 
not amenable to treatment by conventional 
orthopedic methods. 


Chemical osteosynthesis, because of its po- 
tential benefits, warrants continued careful 
and thorough investigation. Ostamer will un- 
doubtedly be followed by other materials in 
the future which will, perhaps, provide greater 
strength, easier handling, and the rapid re- 
placement by bone in the absence of any local 
and systemic reaction. When such a material 
is ultimately found, the applications of this 
method in the field of orthopedic surgery will 
be virtually unlimited. 
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Discussion (Abstract) 


Dr. Peter I. Kenmore, Washington, D. C. I want to 
compliment Dr. Redler on this excellent presentation. 
We have treated fractures of a femur or tibia in which 
the use of Ostamer has enabled a patient to walk 
without external support a few days after the opera- 
tion. An author may be tempted to present his experi- 
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ences with such a new material dramatically. It is 
more important, however, not to let ourselves be car- 
ried away by our enthusiasm, but rather inform our. 
colleagues honestly and objectively of the difficulties 
encountered. Dr. Redler has done this superbly. 

The two problems he mentioned are refracture and 
drainage with or without infection. 


(1) Refracture is a mechanical problem which ap- 
peals to the orthopedic surgeon, and which, I believe, 
he can solve. In the preparation, pouring, and bond- 
ing of the material the following points- should be 
kept in mind. We like to mix the two constituents very 
quickly and pour almost immediately. During the 
polymerization process over the next minutes the mass 
will double in size and give off bubbles of carbon 
dioxide. We feel that this must occur under pressure 
so as to get good bonding into the interstices of bone. 
We obtain this pressure by immediate replacement 
and firm clamping of the large, previously removed, 
cortical bone window. When that is impossible because 
fragments are missing or cortex eaten away by an oste- 
olytic process, we press over the expanding plastic 
mass a suitably shaped aluminum trough, covered 
with polyethylene sheeting to prevent adherence of 
the Ostamer to the metal or surrounding soft tissues. 


Although the plastic exceeds bone in its ability to 
withstand torsional and compressional stress, we are 
more interested in, “Why do bones, fixed by Ostamer 
sometimes break?” Let me cite one of our early cases. 
This 68 year old woman presented herself with a long- 
standing nonunion of her right hip, fibrous ankylosis 
of the right knee, and more recent failure of a bone 
graft for a nonunion of a supracondylar fracture of 
the right femur. We elected to try to fix this fracture 
and to do an arthrodesis of the knee by Ostamer. 
Although solid at first, false motion was present 10 
days later. At surgical re-exploration we were sur- 
prised to find a fracture through previously intact 
osteoporotic bone, proximal to the solidly fixed old 
nonunion site. Sad to say, this process was repeated 
and another fracture, still more proximal, occurred. 


In the early days of flying, engineers found that 
when the broken wing of a wooden airplane was 
solidly fixed, a break in the wing somewhere else 
would occur at the next flight. The reason for it was 
the increased stress that was placed on an elastic 
structure when a part of it was made rigid. I believe 
the same principle applies here. It is vital, therefore, 
to fix a large part and thereby distribute the stress 
over a long section of the bone, preferably by combi- 
nation of polymer with an intramedullary nail. Clinical 
experience has borne this out. Experimentally I held 
this osteoporotic tibia (a recent amputation specimen) 
at an angle and dropped sandbags on it till it frac- 
tured here in its lower fifth; then I fixed it by intra- 
medullary nailing and plastic osteosynthesis—and 
again bombarded it with sandbags. Refracture oc- 
curred, not at the previous site, but 3 inches higher. 
The Kiintscher nail is completely bent. I think you 
will agree that this represents good fixation of a 
fracture site. 


(2) The problem of drainage. About half of our 36 
cases have shown some watery, reddish-brown drain- 
age, at first sterile on culture. Some of these persisted 
for months with the patient ambulatory, and then 
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cleared up. Others, however, went on to a purulent 
discharge and we were confronted with the problem 
of treating an osteomyelitis, sometimes associated with 
nonunion. In fairness to the material we admit using 
Ostamer unwisely in cases of old, supposedly quiet 
osteomyelitis. Reactivation of the bone infection and 
its disastrous consequences in those cases cannot be 
blamed on the plastic. 


I agree with Dr. Redler in his conclusion that this 
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method is practical and outstanding in the relief of 
pain and temporary restoration of function in path- 
ologic fractures, particularly due to malignancy, 
Although Ostamer osteosynthesis is dramatic in its 
ability to return the patient to work and function 
rapidly and without external support in some instan- 
ces, the complications, particularly of drainage and 
infection preclude its use—at this time—in cases where 
more conventional treatment is available. 
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One Stage Colectomy, Proctectomy 
and Ileostomy for Diffuse 


Ulcerative Colitis* 


JOSEPH M. DONALD, M. D., and 


WILLIAM N. VIAR, M.D., Birmingham, Ala. 


The surgical attack on ulcerative colitis has become more bold in recent years with antibiotics 
and a better understanding of fluid and electrolyte balance. The author proposes a one stage 
operation be used when the indications for surgery are present. 


ULCERATIVE COLITIS is diffuse, involving the 
entire colon and rectum, in approximately 
90% of the cases. The disease usually begins 
in the lower colon or rectum and extends 
proximally to involve all of the colon, includ- 
ing the cecum. The remaining 10% of cases 
are of the segmental type, also referred to as 
regional or right-sided colitis.1 Occasionally 
the disease is limited to the left colon and 
rectum. 

This discussion deals only with the surgical 
management of diffuse ulcerative colitis. Our 
experience employing the one stage coloproc- 
tectomy and ileostomy on 3 patients is re- 
corded, along with a brief review of the litera- 
ture pertaining to the subject. 

Great strides have been made in the last 
decade in the surgical management of ulcera- 
tive colitis. Multiple stage operations have 
gradually given way to one stage definitive 
procedures in most instances. Progress in 
surgery for this disease, as with other lesions 
of the colon, has, for good reason, been slow 
and cautious. 

Brown,? in 1913, advocated an end ileos- 
tomy for ulcerative colitis, thus putting the 
colon at complete rest by diverting the fecal 
stream. The next forward step was excisional 
therapy, removing the colon and rectum in 
stages, for the many patients who did not 
improve following ileostomy alone. It was 
common practice, following ileostomy, to re- 
move the colon and rectum in $3 or 4 stages. 

In 1949, Miller, Gardner and Ripstein® 


*Chairman’s Address, read before the Section on Surgery, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 
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recommended subtotal colectomy at the time 
of ileostomy. They reported 24 cases treated 
in this manner with no mortality and with 
less morbidity than that following ileostomy 
alone. Crile and Thomas‘ advocated ileos- 
tomy and subtotal colectomy in one stage for 
patients suffering from acute toxic ulcerative 
colitis. They believed that the more desper- 
ately ill the patient, the more urgent were the 
indications for simultaneous colectomy and 
ileostomy. 

Many factors have contributed to a more 
aggressive approach to the surgical manage- 
ment of ulcerative colitis in recent years. 
They include a better knowledge of fluid and 
electrolyte balance, an ample supply of whole 
blood, better anesthesia, a wide range of anti- 
biotics, steroid therapy, a better management 
of the ileostomy, since the advent of the 
Koenig-Rutzen bag and its modifications and 
a more physiologic construction of the ileos- 
tomy as advocated by Dragstedt and asso- 
ciates> and more recently by Turnbull® and 
Brooke.? 


In recent years the value of the one stage 
complete operation has been repeatedly em- 
phasized by Ravitch and associates.* The 
safety and the advantages of this new concept 
in the surgical management of ulcerative 
colitis have also been reported by Goligher,® 
Nickel,4° Hughes and King,'! Fahy and 
Bowers,'? Hamilton, Harbrecht and Lucas™ 
and others. All of these writers have reported 
excellent results, a low mortality and morbid- 
ity rate, and a high incidence of early and 
complete rehabilitation following the one 
stage complete operation. 
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The indications for surgery in ulcerative 
colitis include intractability, acute fulmi- 
nating colitis, hemorrhage, perforation, ob- 
struction, fistulas, acute polyarthritis and 
carcinoma of the colon or rectum. Intracta- 
bility comprises the most frequent indication 
for surgical intervention. 

According to Cattell,!* the incidence of can- 
cer as an over-all complication of ulcerative 
colitis is probably under 3 per cent. The inci- 
dence in the patients coming to operation is 
5 to 12 per cent. When the disease has been 
present for 9 years or more, the incidence of 
cancer in patients coming to operation was 33 
per cent. Dukes! reported the incidence of 
cancer as 8.2% of surgical cases of ulcerative 
colitis. 

Carcinoma of the colon or rectum asso- 
ciated with ulcerative colitis is highly ma- 
lignant. It may be multicentric and it 
metastasizes early. In patients developing 
ulcerative colitis before or during puberty, 
the incidence of carcinoma may reach 20% 
if the disease lasts 10 years. The incidence of 
carcinoma is much lower in patients who 
develop ulcerative colitis after puberty. 

It has been estimated that 20 to 25% of 
patients with ulcerative colitis will require 
surgical intervention. However, in recent 
years at the Lahey Clinic, approximately 50% 
were operated upon." 


Cattell’* stated that ulcerative colitis was 
most frequently observed in the temperate 
zone and was rarely observed in the tropics 
or warmer climates. This observation is sig- 
nificant and serves to explain why we appar- 
ently encounter the disease much less fre- 
quently in the South as compared to our 
Northern States, Canada and England. The 
impression that ulcerative colitis is compara- 
tively infrequent in Alabama is shared by the 
radiologists in Birmingham and over the 
state. 


Aylett!® advocated preservation of the rec- 
tum in selected cases of ulcerative colitis in 
which the patients came to operation. Follow- 
ing colectomy, he performed an ileoproctos- 
tomy. Corbett!? also reported satisfactory 
results following this procedure. Recently 
Turnbull'® reported his experience with low 
ileorectal anastomosis in selected cases. He 
performed ileostomy and subtotal colectomy 
as the first stage. After an interval of a year 
or more he anastomosed the ileum to the 
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rectum. He reserved this operation for pa- 
tients having minimal disease in the rectum, 
and thought that this procedure had a place 
in the treatment of ulcerative colitis. 


Most surgeons believe, however, that it is 
inadvisable to even attempt to salvage the 
rectum when operating on patients with dif- 
fuse ulcerative colitis. The disease frequently 
starts in the rectum and for that reason it 
bears the brunt of the disease. In the 3 cases 
herein reported it was obvious that the dis- 
ease in the rectum prevented any possibility 
of preserving this organ. 


Case Reports 


Case 1. R. T., a 15 year old white girl, was ad- 
mitted to St. Vincent’s Hospital on Oct. 3, 1955. A 
diagnosis of diffuse ulcerative colitis had been estab- 
lished previously. Symptoms, typical of the disease, 
had been present for 22 months, and she had received 
vigorous medical treatment during this time. 

Indications for operation were intractability, anemia, 
weight loss from 140 to 80 pounds, arthritis, pyo- 
dermia, erythema nodosum, ulcerative pharyngitis and 
rectal stricture. 

Operation. A one stage coloproctectomy and ileos- 
tomy was performed on Oct. 25, 1955 (22 days after 
admission to hospital), under endotracheal, inhala- 
tion anesthesia and thiopental sodium (Sodium 
Pentothal). The operating time was 3 hours and 1,000 
cc. of blood were administered during the operation. 

Findings at operation were a diffuse inflammatory 
process, involving the entire colon and rectum. 

Pathologic report. The mucosa of the entire 
colon and rectum, including the cecum, showed linear 
areas of ulceration and marked pseudopolypoid hyper- 
plasia and stricture of the rectum. 

The patient made an uneventful recovery and was 
discharged from the hospital 19 days following opera- 
tion. 

A conventional type of ileostomy was performed on 
this patient. About one month later it was necessary 
to revise the ileostomy because of obstruction and 
fistula formation at the level of the skin. A Brooke 
type of ileostomy was done at this time. The patient 
has been entirely well following revision of her ileos 
tomy. She rapidly regained weight from 80 pounds at 
the time of operation to 140 pounds. 


Comment. This patient has an older sister 
who was operated on for ulcerative colitis at 
the age of 19 years. An ileostomy was per 
formed as the first stage, followed in 2 years 
by colectomy and proctectomy. There was 
much less morbidity in the patient having the 
one stage operation. The one stage procedure 
was easier and recovery was much more rapid. 
Shock was not a factor in either case. 


Case 2. L. J. S., a white married woman, age 
years, was admitted to St. Vincent’s Hospital on Jatt 
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95, 1957. She had been treated for ulcerative colitis 
since the age of 11; a tem cecostomy was per- 
formed at the age of 13. She had been treated medi- 
cally for symptoms of ulcerative colitis for many years. 
Perirectal abscesses had developed and had drained 
spontaneously, and a rectal stricture developed 2 years 
before admission. For the past 5 weeks she was having 
8 to 24 bloody stools daily. One month before admis- 
sion she developed a fistula. Chills and 
fever were noticed for the 2 weeks before admission. 
She had lost weight from 112 to 72 pounds. The Hgb. 
was 82 Gm. (538%) and the WBC. count was 15,650. 
Barium enema revealed marked constriction of the rec- 
tum, shortening of the entire colon and rectovaginal 
fistula. 

Diagnosis was diffuse ulcerative colitis. 

Indications for surgical treatment were intractability, 
anemia, fever ranging from 101 to 104 degrees, loss of 
weight, rectal stricture and rectovaginal fistula. 

Operation. One stage coloproctectomy and ileostomy 
were done on Feb. 1 (one week after admission), under 
spinal and sodium thiopental anesthesia. The oper- 
ating time was $3 hours, and 1,000 cc. of blood were 
administered during the operation. 

Findings at operation were diffuse involvement of 
the colon, stricture of the rectum and rectovaginal 
fistula. 

Pathologic report. Linear areas of ulceration in- 
volved the entire colon and rectum with pseudo- 
polyposis, rectal stricture, and rectovaginal fistula; the 
diagnosis was severe diffuse ulcerative colitis. 

A Turnbull type of ileostomy was performed on this 
patient, stripping the serosa for a distance of 2 or 3 
inches from the exteriorized ileum, everting the mu- 
cosa and suturing it to the skin edges. 


Comment. This patient made a rapid re- 
covery and was discharged from the hospital 
17 days following operation. She has been 
completely rehabilitated. It was necessary to 
revise the ileostomy on March 16, 1959, be- 
cause of obstruction at the skin level. A 
Brooke type of ileostomy was performed at 
this time. She has regained her normal weight 
of 112 pounds. 


Case 8. W. O. R., a 57 year old married white 
woman, was admitted to St. Vincent’s Hospital on Oct. 


ulcers 

wounds were slow in healing. Eight months after 
Operation the ulcers persisted. Sigmoidoscopic and 
barium enema examinations were negative for evi- 
dence of ulcerative colitis. One year following rectal 


surgery the ulcers were still present. A perirectal ab- 
scess and was drained surgically. She was 
examined at this time by an internist and a proc- 
tologist who could find no evidence of ulcerative 
colitis. Eighteen months following the rectal operation 
a rectovaginal fistula developed. 

Since the patient was getting worse instead of better, 
it was thought advisable to perform a sigmoid colos- 
tomy to place the rectum at complete rest. This pro- 
cedure was carried out on May 19, 1956. Abdominal 
exploration at the time was negative for. evidence of 
ulcerative colitis or regional ileitis. The anal ulcers 
improved following colostomy but did not entirely 
heal. On Nov. 8, 1956, surgical repair of the recto- 
vaginal fistula was performed. This operation was un- 
successful, in spite of complete diversion of the fecal 
stream by the colostomy. 

Although this patient's course was followed closely 
for almost 3 years and treatment was vigorous during 
this time, the suspected diagnosis of ulcerative colitis 
could not be established. It was only one week before 
the present hospital admission, that she finally de 
veloped bloody diarrhea. She was bleeding from the 
proximal and distal stomas of the colostomy. Her 
temperature ranged from 101 to 104 degrees. The 
abdomen was tender. A diagnosis of acute fulminating 
ulcerative colitis was established at long last. Barium 
enema confirmed the diagnosis of diffuse ulcerative 
colitis. 

Medical treatment included transfusions, salicylazo- 
sulfapyridine (Azulfidine), cortisone, ACTH, chloro- 
mycetin, penicillin and mysteclin. 

Indications for surgical treatment were severe bleed- 
ing, high fever, anorectal ulceration, recurrent recto- 
vaginal fistula and failure to respond to medical 
therapy. 

Operation. A one stage coloproctectomy and ileos- 
tomy were performed Nov. 9 (one month after ad- 
mission), under spinal and inhalation anesthesia and 
thiopental sodium. The operating time was $ hours, 
and 1,500 cc. of blood were administered during the 
operation. A Brooke type of ileostomy was performed. 

Pathologic report. There was ulceration and poly- 
poid hyperplasia of the entire colon and rectum and 
a rectovaginal fistula; the diagnosis was severe chronic 
ulcerative colitis of the colon and rectum. 

This patient made a dramatic and complete re- 
covery and was discharged from the hospital 25 days 
following operation. She was allergic to the rubber 
ileostomy bag. A plastic bag was substituted and has 
been quite satisfactory. The perineal wound was slow 
to heal, requiring almost a year. The ileostomy has 
given absolutely no trouble. There has been no tend- 
ency to stenosis, attesting to the value of the Brooke 
type of ileostomy. 

Comment. This was a most unusual case. 
Although the diagnosis of ulcerative colitis 
was suspected when the anal ulcers failed to 
respond to any type of treatment, including 
cortisone, it required 3 years to establish the 
diagnosis. It was obvious that the rectum 
could not be salvaged in this instance because 


it had borne the brunt of the disease. 
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Operative Technic 

A long left rectus incision is employed. 
Because of its great absorptive powers, as 
much of the ileum as possible is preserved. 
Beginning on the right side, the entire colon, 
including the omentum, is excised, staying 
close to the bowel. The rectum is dissected 
down to the level of the levator ani muscles. 
It is especially important at this point to dis- 
sect close to the rectal wall to avoid sexual 
impotence in the male patient. The rectum 
is divided between clamps and the distal 
rectal stump is closed with suture. The pelvis 
is peritonealized. No great attempt is made to 
peritonealize the remainder of the area of 
dissection. 

The construction of the ileostomy is con- 
sidered to be the most important part of the 
operation. A site is selected on the right 
abdominal wall just above and medial to 
McBurney’s point. A circular area of skin, 
large enough to accommodate the ileum, is 
excised. A stab wound, corresponding in size, 
is made through the abdominal wall, passing 
through the outer third of the rectus muscle. 
The ileum is brought to the outside through 
the stab wound, making sure there is suffi- 
cient room to accommodate it. The mesentery 
of the ileum is then sutured to the peri- 
toneum of the right gutter and to that of the 
anterior abdominal wall. The mucosa of the 
ileum is then sutured to the skin edges using 
interrupted fine catgut intestinal suture ma- 
terial. We have found that the Brooke type of 
ileostomy gives the best results. Our only 
modification of his technic consists of sutur- 
ing the mucosa of the ileum flush with the 
skin. We have found that eversion will 
automatically follow. Incidentally, we have 
adopted this same technic in constructing a 
colostomy as advocated by Patey!® and 
Donald” and have been gratified with the re- 
sults. It has been our experience that most 
ileostomies and colostomies performed in the 
conventional manner will become stenosed 
and will require repeated revisions. This com- 
plication has been avoided since adopting the 
above technic. 

Following closure of the abdominal wound 
the patient is placed in the lithotomy-Tren- 
delenburg position and the short rectal stump 
is rapidly excised, keeping the dissection 
close to the anorectal wall. The perineal 
wound is closed about a Penrose drain. 
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Placing the patient in the lithotomy-Trendel. 
enburg position has caused no additional 
shock in our experience. Excision of the rectal 
stump through the perineal approach adds 
only a few minutes to the operating time. An 
ileostomy bag is applied before the patient 
leaves the operating room. 

Advantages of the one stage coloproctec. 
tomy and ileostomy: 

(1) Only one anesthetic and one operative 
procedure is necessary. 

(2) Hemorrhage and sepsis from the re. 
tained rectum is avoided. 

(3) Carcinoma of the retained rectum is 
eliminated. 

(4) The economic burden to the patient is 
lessened. 

(5) Morbidity is lessened. A second oper- 
ation for excision of the rectum may be a 
formidable procedure, especially if it is neces- 
sary to enter the abdomen. It has been my 
experience, though limited, that patients with 
ulcerative colitis, whose diseased rectum has 
been left in place, do not get the symptomatic 
relief afforded those who have had the rectum 
excised. 

Following excision of the rectum for ulcera- 
tive colitis, the perineal wound is slow to 
heal. This is apparently due to long standing 
infection associated with the disease. A peri- 
neal sinus may persist for several months. We 
have found that ointments containing corti- 
sone and neomycin have been quite effective 
in hastening the healing of these tracts. 


Summary 


1. Milestones leading to the present con- 
cept of a one stage coloproctectomy and 
ileostomy for diffuse ulcerative colitis are 
reviewed. 


2. It now appears that the one stage com- 
plete operation is the procedure of choice for 
8. Three consecutive cases of diffuse ulcer- 
ative colitis, treated in this manner, are re- 
ported. There was no mortality and the 
morbidity rate was much less than that ob- 
served when multiple stage procedures were 
employed. All patients receiving the one stage 
operation have been completely rehabilitated. 
4. The Brooke type of ileostomy has given 
excellent results. Since eversion of the ileal 
stoma will automatically follow, we no longer 


3 
= atte 
Th 
wit 
obs 
ilec 
this 
2. 
3. 
4. 
9. 
10. 
I. 
12. 
13. 
14. 
15. 
17. 
18. 
19. 
20. 
. 


Sas aa Fa? 


VOLUME 53 


attempt eversion at the time of operation. 
The mucosa of the ileum is sutured flush 
with the skin edge. Stenosis of the ileostomy 
stoma at the level of the skin, so frequently 
observed following the conventional type of 
ileostomy, has not occurred since employing 
this technic. Incidentally, this same principle 
applies in the construction of a colostomy. 
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(Abstract) 


Dr. John L. Carmichael, Birmingham, Ala. Dr. 
Donald has given us a very timely and useful discus- 
sion of ulcerative colitis especially as it relates to the 
one stage, ileostomy and coloproctectomy. Emphasis 
of a few of the points he has made may be helpful. 

In the matter of technic, the simplification of the 
ileostomy has been an important advance leading to 
the feasibility of the one stage operation. In the older 
technics, such as the one described by Dennis in 1945, 
there was an anchoring of the ileum in layers to the 
Opening in the abdominal wall with many sutures. 
This consumed more than 2 hours of operating time 
for the ileostomy alone. The present day technic, as 
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described by Dr. Donald, involves only the suturing of 
the mucosa as one layer to the skin and the suturing 
of the mesentery adjacent to the ileum to the anterior 
abdominal wall. This takes much less than half the 
time allotted to the older procedure. 

Another point worthy of emphasis is the desirability 
of suturing the mesentery of the ileum to the peri- 
toneum of the right gutter. Failure to do this in one 
of my patients led to operation for obstruction in the 
third trimester of a subsequent pregnancy. This pro- 
cedure may be a little tedious at times but the effort 
is well repaid by the greater safety. 

Anyone who has had experience with the one stage 
operation can certainly agree enthusiastically with Dr. 
Donald in regard to its advantages. The lessened risk 
due to the removal of a septic organ, the risk of one 
instead of 2 anesthetics and one instead of 2 opera- 
tions cannot be overlooked. The more rapid increase 
in vigor of the patient is striking. 

Dr. Donald mentions the trend toward preserving 
the lower rectum and doing an ileoproctostomy. This 
trend represents a swinging of the pendulum to an 
older position. It would seem well that this operation 
should be tried again in the surgical environment of 
the present day with its newer technics, its newer 
antibiotics and hormones. It does not, however, seem 
logical to preserve that portion of the bowel which 
is involved in 90 to 95% of all cases of the disease 
especially since this is usually the first segment in- 
volved. Again, the frequent occurrence of cancer in 
ulcerative colitis argues strongly for caution in adopt- 
ing this procedure. The retained segment imposes on 
the surgeon the duty of regular examination of the 
patient with proctoscope. One feels that the burden 
of proof still rests with those who would employ this 
procedure in any except the very rare case. 

The report of a personal case may emphasize a few 
facets of the ulcerative colitis problem. Mrs. M. B., a 
27 year old white woman, was admitted to the West 
End Baptist Hospital in October, 1954. She gave a 12 
year history of chronic ulcerative colitis. One year prior 
to admission, she had had a baby by cesarean section. 
Although she had desired the baby, the ulcerative 
colitis became worse during the pregnancy. Her 
symptoms had not been controlled by a year of medi- 
cal treatment. At the time of her admission, she was 
reportedly taking 25 mg. of cortisone daily and 10 
units of ACTH once weekly. After 4 days of so 
tion by her internist during which cortisone 
ACTH was given, she was operated upon on = 
29, 1954. A one stage ileoproctectomy and _ileos- 
tomy was done. A suspicious area in the upper sig- 
moid suggested the possibility of carcinoma, so a wide 
excision of the mesentery and regional nodes in this 
location was carried out. The pathologist confirmed 
our suspicions and reported also that one node out of 
10 examined contained metastatic tumor. The steroids 
were gradually withdrawn. She made an uneventful 
recovery and was discharged from the hospital on the 
22nd postoperative day. Although her weight prior to 
operation was not recorded, on Nov. 23, which was 
25 days after operation, she weighed 95 pounds. On 
Feb. 4, 1955, she weighed 122 pounds, a gain of 27 
pounds in about two and one-half months. 


She became pregnant in May, 1956. She became ob- 
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structed in the third trimester of pregnancy and 
required operative treatment. At this time, several 
loops of small bowel were found caught in the lateral 
gutter. She made an uneventful recovery from this 
and on Feb. 25, 1957, delivered by section, a 6 pounds 
14 ounces female infant. She has remained well and 


completely rehabilitated until the present time, § 
years after operation. 

In closing, I wish to express my appreciation to Dr, 
Donald for his able presentation of this subject and 
to thank him for the opportunity to read his paper in 
advance and to discuss it at this time. 
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Too frequently the symptoms of back pain and sciatica are quic diagnosed as being 
due ip protruded intervertebral disk. The author considers in pi 


the diagnosis before discussing treatment. 


THE TITLE OF THIS PAPER is misleading. It 
would perhaps be more appropriate to say 
that the ruptured intervertebral disk has cre- 
ated problems, and that these problems are 
not primarily therapeutic but to a large ex- 
tent diagnostic, as a result of ignoring the 
mechanism of disturbed physiology, the ap- 
plication of sound neurologic diagnoses, and 
a full appreciation of the objectives to be 
attained through therapeutic applications. In 
the entire field of medicine there are a num- 
ber of abnormal conditions which receive 
treatment of one kind or another based en- 
tirely on the subjective experiences of the 
patient. Tic douloureux is an example. At 
least appropriate investigation is conducted to 
exclude other conditions possibly responsible 
for the experiences of the patient. As a result 
of a negative investigation, certain therapeutic 
methods are applied, either in the form of 
. medication or even surgery. These methods, 
however, are not adopted without a full ap- 
preciation of the reasons for applying therapy. 
Unfortunately, the subject involved in this 
discussion is one in which therapeutic appli- 
cations are made prior to the exhaustion of 
the necessary diagnostic methods available for 
a differential diagnosis. An elaboration of this 
will be carried out later in this discussion. 
Early in 1930 when the ruptured inter- 
vertebral disk became a matter of more than 
unusual interest, some segments of the medi- 
cal profession advocated oversimplification to 
the point of advising surgery in cases that 
had nothing more than the subjective com- 
plaint of backache and sciatica. At the same 
time surgical technics were developed which 
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abolished the necessity for complete lami- 
nectomy with attendant prolonged hospitali- 
zation and the accompanying expense. When 
the enthusiastic advocacy for surgical treat- 
ment, without appropriate examination and 
study, resulted in the failure to provide relief 
for many who were subjected to operation 
on a purely symptomatic basis, attempts were 
made to perfect laboratory procedures of a 
foolproof nature for conclusively establishing 
a diagnosis. This involves a transition from 
lipiodol myelography to air myelography and 
eventually to myelography with Pantopaque. 
There are even some who advocate today a 
procedure which in my judgment continues 
to reflect an obscure and devious approach 
for the determination of therapeutic consid- 
erations based upon a disregard of the pa- 
tient’s clinical course, objective findings and, 
of course, symptoms,—namely, discography. 
Just as the medical profession originally be- 
came fascinated with this condition as a 
cause of nerve root symptoms and tended to 
oversimplify the matter by recommending 
operation based upon the symptoms, the swing 
of the pendulum, after noting some of the 
poor results under these circumstances, re- 
sulted in another form of oversimplification. 
This is the dependency upon a laboratory 
test which was easily subject to misint 

tation, prior to the accumulation of sufficient 
data by those initially capable of conducting 
such tests, and later by a group neither trained 
in the field of neurology nor in the inter- 
pretation of the normal radiologic or physio- 
logic variants interpreted as pathognomonic. 
Simultaneously with these developments, sur- 
gical technics were developed which suggested 
another form of oversimplification, inter- 
preted by some as representing an invitation 
to participate in the relief of their patients 
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by providing them with “the benefits of sur- 
gery.” Among those adhering to this new 
and emancipated point of view are orthopedic 
surgeons as well as general surgeons. 

The results of this tremendous onslaught 
became and remain to this day a matter of 
dismay to some of the patients, confusion to 
members of the medical profession, and of 
such sufficient doubt to the layman as to 
provoke publication in lay magazines of ar- 
ticles concerned with this condition. In the 
course and development of much of the con- 
fusion which still remains, a variety of diag- 
nostic criteria have been discussed and an 
equally diversified group of therapeutic 
agents employed. Concurrently, the legal pro- 
fession focused its attention on this condition 
and, while disclaiming any responsibility for 
contributing to the confusion, hastened to 
obtain opinions from a segment of the medi- 
cal profession qualified neither by training 
nor experience to express opinions relating 
to neurologic states or x-ray findings. It goes 
without saying, of course, that the legal pro- 
fession in its relentless and determined atti- 
tude to exclude itself from being neither jury 
nor judge has somehow stumbled upon this 
curious confusional state. The sequel to their 
advocacy has been the appearance in our 
courts of medical “experts” in several fields, 
resulting in additional obscurity not only to 
the average layman but to the presiding of- 
ficers of our courts. It is not the intent of 
this paper to make a determination of who 
may be qualified to speak with authority on 
the subject. It is the intent to make certain 
observations that undoubtedly have been 
made before, which may reduce or abolish 
the dependence and reliance of the public, 
as well as the courts, for information and 
advice from quarters that you as physicians 
would not seek in the event of a similar 
disability. 

Diagnosis 

It is unfortunate that the present condition 
under discussion may produce symptoms and 
signs which are common to other diseases and 
injuries. It is further unfortunate, from a 
purely medical point of view, that under 
these circumstances, at certain phases in the 
development of the symptoms and signs, no 
precise clinical or laboratory facilities exist 
for an equally precise and absolute diagnosis. 
The fact remains, however, that even though 
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the exact label may not be applied at certain 
stages, there is no condition among those re. 
quiring differential diagnosis that is not asso- 
ciated with certain abnormal objective phe- 
nomena, even though these signs have no 
specificity for the etiologic agent. For ex. 
ample, paravertebral muscle spasm produced 
by a ruptured disk is no different than that 
which may be produced by an epidural ab. 
scess, fracture of the transverse process, meta- 
static disease of the spine, or what we regard 
as an acute lumbosacral strain. We would 
be in error to think that a ruptured inter- 
vertebral disk produces symptoms A+B+€ 
and signs X+Y-+Z. By the very nature of 
the mechanics of the protrusion of a disk 
sequestrum, the symptoms and signs produced 
are not static and, at certain phases in the 
course of the production of the clinical pic 
ture identified in the minds of many, the 
symptoms and the findings are insufficient 
in themselves to justify such a diagnosis, On 
the other hand, a full comprehension of the 
possibilities of the subsequent development 
of additional symptoms and signs would avoid 
labeling the patient initially with the unwar- 
ranted diagnosis of ruptured disk; and at the 
same time would not prejudice the patient's 
opportunity to receive appropriate treatment 
if and when subsequent developments justi- 
fied a revision of diagnosis as well as therapy. 


I believe that it is precisely at this stage 
that many of us are apt to make a final and 
conclusive diagnosis which results, from an 
industrial point of view, in either overstating 
or understating the patient’s actual medical 
problem. It is precisely at this stage, or at this 
phase, in the course of the symptoms that a 
complete understanding of the disturbed 
physiology of the patient’s findings will re- 
sult in not only an appropriate working diag- 
nosis but the basis for actual definitive therapy 
at a time when the objective signs justify it. 
It is well known among neurosurgeons that 
relatively minor head trauma may produce 
a subdural hematoma but it is also well 
known that at the time the process was in- 
itiated the diagnosis was impossible to estab- 
lish. The process once initiated develops a 
chain of circumstances which terminates in a 
clinical picture recognized as a hematoma 
and, accordingly, subject to the treatment for 
a hematoma. The same is true of the ruptured 
intervertebral disk and, therefore, the diag- 
nosis of ruptured intervertebral disk should 
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be reserved for those patients that fulfill his- 
torical, clinical and laboratory criteria. The 
designation of such a diagnosis without an 
appreciation of these facts is not justified 
and, from an industrial point of view, may 
initiate not only reckless treatment but an 
attitude on the part of the patient subject 
to reversibility by factors which have no medi- 
cal bearing whatsoever. 

I do not intend to delineate each and every 
test necessary for the diagnosis of this condi- 
tion, but I would like to emphasize certain 
factors which should always be borne in mind 
in arriving at a diagnosis of a lesion of the 
disk. 

(1) The subjective experience of back pain 
alone does occur in a small percentage of 
disk lesions and when it does occur it is an 
expression of a protrusion of a fragment 
against the posterior spinal ligament. Gen- 
erally, however, backache alone is a transient 
phase or subsequently becomes identified with 
the development of the symptoms of nerve 
root compression. In the great majority of 
cases the disability produced, and I empha- 
size this point, is not due to the so-called 
rupture of a disk but due to nerve root com- 
pression or compression of the cauda equina. 

(2) Objectively, it is unlikely that any one 
patient will reveal all of the mechanical ab- 
normalities usually observed nor all of the 
neurologic abnormalities usually observed. 
Any combination of both groups of signs 
may be present. In no case should the patient 
be labeled as having disease of disk in the 
absence of mechanical and neurologic find- 
ings. 

(3) After the clinical examination estab- 
lishes any combination of objective ab- 
normalities, the diagnosis of ruptured disk 
continues to remain unwarranted. Identical 
findings are observed in metastatic disease 
and intraspinal neoplasm. This only serves 
to emphasize the nonspecific character of the 
objective findings. 

(4) Objective mechanical abnormalities as- 
sociated with subjective neurologic com- 
plaints, but without neurologic signs, justify 
the suspicion of an intraspinal lesion, but 
do not justify surgical considerations until 
the necessary laboratory investigations have 
excluded the existence of potential congenital 
abnormalities or bone disease. Furthermore, 
if the symptoms have been of so short a du- 
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ration that a response to rest has not been 
determined, surgical interference is not to be 
considered. 

(5) When objective neurologic abnormali- 
ties are observed, especially motor, the addi- 
tional diagnostic steps to determine the pres- 
ence of an intraspinal lesion should be car- 
ried out at once. 

(6) Plain x-ray examinations are of sig- 
nificance in a negative way if no abnormali- 
ties are disclosed. On the other hand, the 
observation of a so-called narrowed interspace 
is not a deciding factor or significant factor 
in deciding that the symptoms for which the 
patient is being investigated are due to the 
narrowing. The detection of a hypertrophic 
spur projecting into the intervertebral fo- 
ramen may be of significance. Spondylolis- 
thesis is a matter of concern provided the 
root symptoms correspond to the root ema- 
nating at the lumbosacral level and provided, 
of course, that the spondylolisthesis is greater 
than first degree. The presence of a spina 
bifida occulta is not of great concern, and 
in my experience I have not had a single case 
wherein it has played a part. This and so- 
called hypertrophic arthritis (hypertrophic 
arthrosis) have unfortunately acquired a sig- 
nificance not medically but legally. I fear that 
the legal significance has developed under 
circumstances wherein the information was 
offered without scientific basis. 

(7) The phase of the investigation which 
represents the area of greatest confusion, both 
legally and medically, is of course, in mye- 
lography. There is no substitute for first class 
clinical investigation. Myelography is extreme- 
ly important but, like all forms of laboratory 
investigation, a misuse of its application can 
only provide trouble for the patient. Its use- 
fulness far outweighs its limitations. However, 
in itself it cannot be considered the single 
determining factor for treatment whether of 
conservative or surgical nature. This study 
should be reserved exclusively for all patients 
who have historical and clinical findings sug- 
gestive of an intraspinal lesion, provided the 
patient’s disability has brought him to the 
need for this phase of his examination. This 
includes recurrent disability, persistent dis- 
ability, failure to respond to rest, the pres- 
ence of neurologic deficits, and even the con- 
tinuation of severe mechanical restriction ex- 
plained neither by history nor clinical and 
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x-ray findings. Once the patient has become 
a candidate for this study, it should be con- 
ducted by a neurosurgeon with a competent 
radiologist, both with a full awareness of nor- 
mal variants and contours produced by lip- 
ping of vertebral bodies, variations in nerve 
root sleeves, alterations produced by repeated 
attempts to reach the spinal canal with a 
needle, alterations produced by the needle 
itself at the site of the injection, and a full 
comprehension of technical errors such as 
extradural, subdural and partial subarachnoid 
and partial subdural injections of the con- 
trast medium. One fact that cannot be em- 
phasized too greatly is that a myelographic 
study is of significance only when it is cor- 
related with the history and clinical findings. 
The patient now becomes a proper candidate 
for operation. From the foregoing, he must 
be persistently disabled, or frequently recur- 
rently disabled, or have neurologic abnormali- 
ties or, in the absence of neurologic abnormal- 
ities, have mechanical signs with neurologic 
symptoms, with a failure to respond to rest. 

(8) After all of the foregoing precautions 
have been taken, occasionally compression of 
a nerve root is not disclosed at operation. 
This, of course, constitutes a negative explora- 
tion for a disk lesion. Under these circumstan- 
ces it becomes a matter of concern to the pro- 
fession to then learn that these patients have 
their difficulties attributed to rather obscure 
pathologic abnormalities variously reported 
as “bulging disk,” “degenerative disk,” “mul- 
tiple degenerative disks.” I reject the whole 
group of conditions so represented. It is quite 
obvious that there can be no reconciliation 
between such allegations and statements; no 
pressure was found on the root. When one 
considers that nerve root compression is re- 
sponsible for the disability, this terminology 
‘becomes the basis for doubt and rejection. I 
suppose that the sequestration with protrusion 
of more than one disk is possible. I have not 
personally encountered it, and I consider its 
likelihood just as great as the simultaneous 
occurrence of acute appendicitis with acute 
-Meckel’s diverticulitis in the same patient. 

Discussion 

In any discussion of this problem there are 
‘various unrelated factors which require some 
comment. Intraspinal lesions such as cord 
tumors are not treated by immobilization in 
plaster, wearing of a brace, or by so-called 


traction. From a practical point of view, se. 
questration of an intervertebral disk which 
migrates to produce nerve root compression 
or compression of the cauda equina is a type 
of tumor, and therefore should not be ex. 
cluded from the treatment appropriate for 
tumors. Traction as a therapeutic agent is a 
myth. Bed rest may be, as previously men- 
tioned, a proper form of treatment. To en- 
force it external appliances are sometimes 
used, but I do not feel that it is proper to 
say that these appliances constitute genuine 
traction, even though so-called and that trac- 
tion is therefore beneficial. 

The role of the orthopedic surgeon and his 
identity with the problem should be men- 
tioned. Generally, patients presenting them- 
selves with symptoms of nerve root compres- 
sion should be investigated by the neurosur- 
geon. In those cases where it has been estab- 
lished that the root symptoms result from 
spondylolisthesis, the orthopedic surgeon plays 
a prominent role. In the rare instances where 
sequestration of disk and spondylolisthesis 
exist it becomes a dual responsibility. If it is 
proper for orthopedic surgeons to carry out 
surgical treatment for sequestrations of a 
protruded disk in the lumbar region, then it 
is proper for them to carry out similar treat- 
ment in the cervical region. I think neither 
is proper. The decision for fusion in the over- 
all problem of the back is not a matter | 
have attempted to discuss and neither do I 
feel it is proper. I do believe very strongly, 
however, that the patient who presents him- 
self with root symptoms should receive treat- 
ment from a neurosurgeon for the relief of 
those symptoms. If for any reason he subse- 
quently has a mechanical disability, consulta- 
tion with the orthopedic surgeon is consid- 
ered advisable. From an industrial point of 
view, fusion in connection with relief of root 
symptoms is a factor which delays rehabilita- 
tion and may even result in a greater degree 
of unemployability. Sequestration of addi- 
tional disk material with the reproduction of 
disk symptoms does occur, and the successful 
treatment of it may seriously be hampered 
in a patient who has had the “benefit” of a 
fusion. 

The technical aspects of the surgical treat- 
ment of patients with ruptured disks may not 
be difficult in many cases. The difficulty in 
the entire problem involves the numerous 
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considerations that establish the individual as 
a case for surgical treatment. Even though 
the diagnoses may seem to be obvious, none 
of these suspects should be approached with 
the preconceived notion that a sequestrated 
protruding cartilage is the basis for the origin 
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of the disability. The incidence of noncom- 
pressive painful sciaticas and the incidence 
of intraspinal tumors is too great to arbi- 
trarily designate “ruptured intervertebral 
disk” as the offending agent. 
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Twenty-One Cases 


“Cardiac Arrest” — The Role of ‘Anoxia in 


CHURCH E. MURDOCK, JR., M.D., Mobile, Ala. 


The author points out that most instances of so-called cardiac arrest actually represent anoxia, 


which often may be avoided by proper attention to preoperative details and to adequate manage- 


ment in the operating room. 


THIs STUDY WAS UNDERTAKEN to investigate 
causes of death in the operating room.! Thirty 
such cases were obtained from the files of 3 
urban hospitals;* these had occurred in a five 
year period. 

Only two causes of death were recorded in 
these patients,—irreversible shock and cardiac 
arrest. Inasmuch as the cases of irreversible 
shock were well substantiated, further study 
seemed superfluous and these 9 cases were ex- 
cluded from study. Therefore 21 cases re- 
mained for study. In each of these cardiac ar- 
rest was the recorded cause of death. After 
careful perusal of these charts it became ap- 
parent that some form of anoxia played a 
prominent, though often unrecognized, role 
in each of the deaths. 


Since myocardial asystole terminates mor- 
tality and initiates eternity one does apply 
the term “cardiac arrest” when a cause of 
death is apparent. Thus cardiac arrest is de- 
fined as a sudden, unexpected, inexplicable 
cessation of effective cardiac action. This, of 
course, would apply to asystole or fibrillation. 
Considering suffocation as a cause of death 
(by whatever terminal reflex) the question is 
raised as to whether cardiac arrest (as defined) 
occurs. Certainly the misconceptions surround- 
ing this enigma are marvelous as well as 
dangerous. Dangerous because often an avoid- 
able death is hidden by this convenient and 
absolving diagnosis. These deaths must be 
clarified and similar ones avoided in the 
future. 


Concepts Basic to Interpretation 


The cells of man metabolize aerobically in 
an anaerobic environment through the cour- 


*Providence Hospital, Blessed Martin de Porres Hospital 


and Mobile County Hospital—all of Mobile, Ala. (Personal 
knowledge of several of these cases stimulated 


tesy of the circulation. The conviction is held 
that cellular anoxia progressing to the histo- 
toxic phase (cell death) underlies almost all 
instances of clinical vascular collapse. The 
cells so affected would necessarily be vital in 
this regard (those of the heart and of the 
central nervous system). In a given case it re- 
mains to detect the cause of this chain of 
events. This is a personal observation with 
considerable literary precedent. 

Notice in table 1 that the 5 anoxias are 
interdependent and interactive. A word about 
the final link in oxygen transport,—the trans- 
fer of oxygen from vessel to cell demands in- 
tegrity of the extracellular “space.” Thus aber- 
rations in fluid and electrolyte balance en- 
hance cellular anoxia. 

One of nature’s most potent mechanisms of 
defense is seen in the response of the coronary 
vascular béd to anoxia. That coronary blood 
flow may increase up to 600 times? normal in 
anoxic states is highly significant from a clini- 
cal standpoint. This acute “arteriovenous fis- 
tula” has major implications, especially if 
deficits in blood volume exist. Cerebral cen- 
ters might be damaged irreversibly with only 
moderate hypotension to forewarn of disaster; 
or, the “vagal escape” mechanism may be im- 
paired with reflex cardiac standstill. (So-called 
“vago-vagal reflex”—this is significant only 
if myocardial anoxia exists.) Further, almost 
any surgical activity might add the final in- 
tolerable insult. The hypotension associated 
would be quite refractory to vasopressors es- 
pecially those which dilate the coronary ves- 
sels. Rapid increase in blood volume and 
oxygen are required to reverse this dangerous 
chain of events. It follows, then, that this 
state of affairs is to be assiduously avoided 
for the patient’s welfare. The threshold for 
triggering this mechanism must be infinitely 
variable as a moment's reflection will indicate. 
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TABLE 1 
FACTORS IN ANOXIA* 


Undetected or uncorrected clinical factor Result 
Anoxic atmosphere 
Improper anesthetic mixture 
Obstructed airway (complete or partial) 
Extrinsic defects 
Tumors 
Contractures 
Other 
Intrinsic defects 
Secretions 
Tongue 
Glottis 
Laryngospasm 
Pulmonary edema 
Pulmonary fibrosis 
Remote defect 
Respiratory muscular paresis 
Inadequate total blood volume 
Inadequate hemoglobin 
Failure of blood to circulate properly 
Myocardial failure 
Disease 
Drugs 
Anoxia 
Peripheral vascular collapse 
(pooling of blood volume) 
Neurogenic 


Anoxic anoxia 


Anemic anoxia 


Anoxia Stagnant anoxia 


Hyperthyroidism, etc. Demand anoxia 
Failure of cell to utilize oxygen properly 
Fluid and electrolyte deficiency 
Failure of oxygen transport across extra- 
cellular ‘‘space’’ 
Anoxia and hypercarbia 
Failing enzyme systems 

Direct cell poison Histotoxic anoxia 
(end result in all 
anoxia) 

*Factors which are recognized as tially dangerous and 
teasonably avoidable. The result of } searg factors is reduced to 
terms of anoxia. Obviously one factor grades into another with 
a complex interplay of forces which tends to “snowball.” 
Best measure: Prevention of all forms of anoxia. 


Thus proper oxygenation moment to mo- 
ment is mandatory, especially in the hyper- 
tensive and arteriosclerotic individual. This 
must include adequate cardiac inflow as well 
a coronary perfusion pressure (practically 
blood pressure). Again this latter is critical in 
the hypertensive with myocardial hypertrophy 
where a seemingly minor episode of hypoten- 
sion may end disastrously. Failure of inflow 
may be precipitated by massive reflex pooling 
of blood as seen in response to rapid adminis- 
tration of large doses of sympatholytic drugs 
such as thiopental sodium (Pentothal) (Cases 
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4 and 8). Furthermore, controlled respirations 


at this time may so elevate the mean endo- 
tracheal and pulmonary pressures as to fur- 
ther diminish venous return to the heart (in 
effect a Valsalva maneuver.* This danger is 
greatest when the chest is closed. 


The many details of oxygen transport are 
all important but can be assisted by rela- 
tively simple clinical measures. The tendency 
for the vascular bed of skeletal muscle to 
dilate in response to anoxia and the effects 
of temperature on oxygen dissociation curves 
may be controlled by compression dressings 
on the extremities in the former case and 
cooling the febrile patient to “normothermia” 
in the latter instance.* It is simply essential 
that physiologic principles be applied clini- 


cally 
Cases 


Table 2 provides a summation of facts in 
the 21 cases reviewed. 

Anoxic anoxia includes 3 remarkable cases: 
The patient in case 9 aspirated vomitus on 
the operating table, since no gastric suction 
or endotracheal tube was provided. In case 12 
the patient had so severe a neck contracture 
that his chin could not be raised, despite 
which, no tracheotomy was done, and 0.25 
Gm. of Pentothal was given with resultant 
respiratory arrest—no airway could be estab- 
lished. In case 18 open drop ether was given 
in full lateral position to an infant who had 
received gr. vii of phenobarbital in 36 pre- 
operative hours. 

Anemic anoxia is clarified in the table as 
is stagnant anoxia with one exception. Case 
16 deserves some comment. The normal blood 
pressure of 135/90 was reduced (by Pento- 
thal at induction) to 95/70 where it was per- 
mitted to remain for over an hour. This was 
followed by an inordinate, brief, hyperten- 
sive period with subsequent complete col- 
lapse. Thus perfusion pressures were inade- 
quate. Case 10 was quite similar. 

Demand anoxia is self-explanatory. Histo- 
toxic anoxia will be seen to imply excessive 
drugs in most cases. Whenever respiratory ar- 
rest or vascular collapse was induced by drugs 
this was considered a histotoxic dose. Case 8 
deserves comment in that two premedications 
were given 10 minutes apart, the error cor- 
rected by nalorphine HCl (Nalline HCl) and 
induction carried out with Pentothal with 
immediate collapse. In case 21 the record was 


ut Trauma 
Increased oxygen demand 4 
n- Febrile states 
Trauma 
Illness 
Surgery 
of Metabolic diseases ee 
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Adenocarcinoma 
colon 


Herniated disc L-5 


Hydrocephalus 


B.P. 128/80 


Ruptured tubo-ovarian 
abscess 


Diabetic gangrene 


21 c 


*This summarizes the cases 


reviewed. When “Protocol” appears 
columns are interpreted as follows: ° 


definitely significant in 


Thus proof of arrest is lacking. 


Adenocarcinoma colon 


8.7-de- 


refers the reader to the text for details. The “anoxia” 
as cause of Collage, and 


incomplete regarding the blood pressure, etc. 
However, 1.25 Gm. of Pentothal were given 
in 45 minutes to a debilitated patient. 

It is believed that moderate prolonged hy- 
potension is most likely to be associated with 
the coronary “shunt.” 

These cases could be loosely grouped into 
several categories. Protocols representative of 
these respective groups follow. 

Case 1. A 9 day old girl underwent extensive re- 
section of a benign fibroma of the dorsolateral chest 
wall. Open drop ether was administered with the 
infant in the full lateral position. After 2 hours on 
the operating table the infant expired, apparently in 
respiratory difficulty. Eighty cc. of ether had been 
used. Autopsy revealed bilateral, massive atelectasis. 

Comment. It is believed that excessive ether 


and an inadequate airway led to suffocation. 
This was not cardiac arrest. This case is rep- 
resentative of cases 9, 12, and 15. 
Case 8. A 1 year old boy with pyloric stenosis was 
ted upon under general endotracheal anesthesia. 
Despite dehydration the Hgb. was 8.1 Gm. at the time 
of operation. At induction oropharyngeal secretions 
were aspirated with a brief period of anoxia. The 
operation was difficult with moderate blood loss which 
was replaced adequately. At extubation laryngospasm, 
cyanosis, bradycardia, and cardiac arrest occurred 
rapidly. Upon resuscitation the left lung expanded 
poorly. The child made a complete recovery. 
Comment. It is believed that hypovolemia 
and low hemoglobin set the stage for inordi- 
nate responses to anoxic anoxia. Extubation 
spasm probably was initiated by an oxygen 
debit subsequent to the difficult induction 
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TABLE 2 
a 
Surgical Indication Anoxic Anemic Stagnant 
1 F c No Fibroma chest Protocol* 
hypertrophy 
pooling 
Pe 5 21 M c Yes Laceration ear Tongue ob- Hgb. 8.2 
7 6 46 F w Yes Postop. hemorrhage Prolonged Hemorrhagic 
7 47 M Cc Yes Compound fracture Protocol** 
a : 8 28 F w No Hemorrhoids 
ee: 9 53 M c Yes Incarcerated hernia Aspiration*** 
with obstruction 
eS 12 8 M Cc No Burn graft Contracted Hgb. 8.5** 
Bees 13 16 F c Yes Strangulated hernia Hgb. 7** 
mo. peritonitis 
oe. 14 68 M Cc No Arteriosclerotic Protocol** 
gangrene 
oe 15 8 F c No Burn graft Glottis ob- 
struction** 
16 62 M No B.P. 135/90 
*°95/80 
17 47 M c No Protocol** 
ie mo. lateral posi- 
19 51 F c Yes Protocol* Protocol* 
20 55 F c Yes Peripheral 
No 
| 
ig 
| 


| 
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SUMMARY OF CASES OF ANOXIA® 
Pattern of 
Demand Histotoxic Collapse Time of Collapse Resuscitation Result Autopsy 
Protocol* Suffocation Late in operation Inadequate effort Bilateral 
atelectasis 
Coronary Coronary Conclusion of Inadequate effort Coronary 
sclerosis® occlusion operation occlusion 
Suffocation Conclusion of Completely successful 
Vascular indi 
toxic® survival 
espiratory Suffocation At induction R to 
arrest® 
ek, “ Irreversible Irreversible Early exploration No response 
Protocol* * : Vascular Mid-operation No response Coronary sclerosis: 
cardiomegaly 
° Vascular Com; successful 
Suffocation Mid-operation No ae Emphysema 
T. 101 Vascular Late in operation No response 
stress* 
Respiratory Suffocation Induction Inadequate effort 
Pentothal 
T. 102 Respiratory Suffocation Induction Inadequate effort 
stress arrest*** 
Pentothal 
T. 101.6 Bacteremia Vascular Late in operation No response 
Protocol® Protocol* Vascular Mid-operation Completely successful 
Suffocation Early operation Terr decerebrate 
su 
Vascular Late operation Inadequate effort 
Vascular Mid-operation Inadequate effort 
Barbiturates Vascular Mid-operation No response Hydrocephalus 
Protocol* Protocol’, Vascular Conclusion of Inadequate effort 
operation 
Respiratory Suffocation Induction Inadequate effort 
arrest 
Pentothal 
1.25 Gm. Uncertain Early operation No response 


and possibly associated with coronary shunt- 
ing. The reinserted endotracheal tube did not 
permit proper oxygenation of the left lung. 
Inasmuch as this was repositioned by the same 
physician who had originally placed it, it 
seems highly probable that expansion was 
limited throughout the anesthetic time. This 
idea is supported by the rapid onset of cyano- 
sis after laryngospasm. A longer time would 
seem essential to produce that degree of oxy- 
gen desaturation in a colored infant with only 
8 Gm. of hemoglobin. Again anoxia with its 
consequences can explain the collapse. This 
was not cardiac arrest. 

This is representative of case 16. 

Case 7. A 47 year old man was operated upon for 


a compound fracture of the tibia. The blood pressure 
on admission was 276/120. Following sedatives this fell 
to 165/85. Pentothal induction was followed by a 
progressive decline in pressure to 0/0 with cardiac 
standstill. An heart with coronary sclerosis 


was the principal autopsy finding. 

Comment. The chain of events here seems 
to indicate a critical lowering of coronary 
perfusion pressure following premedication 
with establishment of a coronary “shunt.” 
Further insult with Pentothal led to decom- 
pensation which was most refractory to vaso- 
pressors—as one would expect. This man died 
of myocardial anoxia, not cardiac arrest. 

This is representative of cases 5, 11, 17, 
and 20. 


Case 14. A 68 year old man had a right lumbar 
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sympathectomy and supracondylar amputation of the 
left leg. He had previously had a left lumbar sympa- 
thectomy. Pentothal induction caused a fall in blood 
pressure of 70 mm. which responded momentarily to 
vasopressors then declined to 0/0 with cardiac stand- 
still. Thoracotomy resulted in a laceration of the left 
lung and left ventricle but resuscitation was completed 
successfully. 

Comment. An elderly arteriosclerotic indi- 
vidual has critical myocardial oxygen demand. 
A sympatholytic drug, Pentothal,® is contra- 
indicated in patients undergoing sympa- 
thectomy for reasons well illustrated by this 
case. Again myocardial anoxia was significant. 


This was not cardiac arrest. 


Case 17. A 47 year old man was operated upon for 
a herniated nucleus pulposus at L-5. His normal blood 
pressure was 152/100. From the onset of anesthesia 
(Pentothal and Anectine) the blood pressure was 
110/0. After one hour and 45 minutes cardiac arrest 
occurred. Due to difficulty because of the prone posi- 
tion thoracotomy was delayed and therefore not done. 

Comment. This illustrates a prolonged 
lowering of coronary perfusion pressure in a 
hypertensive heart. Anoxia was the cause of 
death, not cardiac arrest. 


Cases 10 and 21 are similar. 


Case 19. A 51 year old woman was admitted in 
shock due to peritonitis following rupture of a tubo- 
ovarian abscess. A previous ECG. was interpreted as 
showing myocardial ischemia. The blood pressure at 
that time was 165/105. Preparation consumed 15 hours 
and included digitalization and a levophed drip to 
maintain the blood pressure at 110/80. Very little 
fluid and no blood was administered. During this 
period a total of 425 mg. meperidine HCl (Demerol), 
gr. 1/50 of hyoscine, and 50 mg. of promazine HCl 
(Sparine) were administered. Anesthesia was induced 
with thiopental sodium (Pentothal) with a blood 
pressure drop to 95/55, which responded momentarily 
to vasopressors followed by a decline to 0/0 with 
respiratory and cardiac arrest. 

Comment. Several explanations for this 
death are apparent. They may be noted as 
untreated hypovolemic shock, with loss of cor- 
onary perfusion, heavy sedation, sympatho- 
lytic drug (Pentothal) in a desperately de- 
compensated state. Whether the respiratory 
arrest was ascribable to a “shunt” primarily 
or to drugs is indeterminate. This was not 
cardiac arrest. 


This is representative of case 13. 
The cases reviewed do not seem to qualify 
as cardiac arrest in the strict sense. 
Comments on Resuscitation 


An adequate resuscitative effort was made 
in only 66% of the cases.® Partial success was 
achieved in 50% of these patients, with a 
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complete recovery in 28.5% of those given 
proper care. However, based on 21 cases only 
19% recovered. 

Clinical experience coupled with observa. 
tion of myocardial behavior in some 300 labo- 
ratory animals has re-emphasized some valu- 
able resuscitative aids. 

The pericardium should always be opened 
as “fine” fibrillation is not otherwise detect- 
able and therapy is generally inhibited. 
Should “fine” fibrillation be encountered it 
is best to convert this to “coarse” fibrillation 
by the intracardiac injection of calcium or 
epinephrine. Shock will then be more effec- 
tive in abolishing the fibrillation. Refractory 
fibrillation may respond after the heart is 
bathed with warm saline. To hasten improved 
circulation in vital areas the aorta may be 
cross clamped above the diaphragm and warm 
blood infused directly into the right heart. 
Such occlusion is safe for 30 minutes. 

Assuming resumption of cardiac action the 
force of this action becomes a problem. It is 
recommended that intracardiac stimulants be 
avoided as the myocardium is in oxygen debit 
and quite irritable and subject to fibrillation. 
Intravenous calcium gluconate is useful and 
mandatory if an excessive amount of citrated 
blood has been infused. In this latter respect, 
phlebotomy is, also, essential to recovery of 
good cardiac tone and indeed survival. Again, 
a warm saline myocardial bath may improve 
tonus. A very useful maneuver is to pass the 
left index finger from (the patient's) right to 
left in the transverse pericardial sinus and, by 
opposing with the thumb, intermittently oc- 
clude the ascending aorta. This provides for 
a powerful coronary perfusion pressure and 
is usually instantly and dramatically success- 
ful. This is a laboratory observation and can 
be reproduced repeatedly. 

After his return to the ward the patient 
demands the most meticulous care and may 
benefit from digitalization, oxygen under posi- 
tive pressure, and even the use of heparin 
at the proper time. If anticoagulants are em- 
ployed, heparin is preferred because of the 
availability of neutralization by protamine. 


Summary 


When a patient expires in surgery as a 
result of failure of the physician to control 
the factors* essential to adequate cellular 


*It is recognized that these factors are not always subject to 
control as in devastating trauma, etc. . 
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TABLE 3 
RESPONSIBILITIES OF THE SURGEON AND ANESTHESIOLOGIST* 
Surgeon Elective Operation Emergency Operation 
Preoperatively Detect and treat complicating diseases Insofar as possible, the same as in elective cases. 


Provide adequate whole blood volume 
Stabilize fluids and electrolytes 

Correct febrile or hypermetabolic states 
Avoid excessive sedation 

Do not rush anesthesiologist at any time 


During operation 


atic mechanisms 
Give plenty of oxygen 
Constant attention to airway 
Support of respiration 
Maintenance of blood volume 


During operation 


*Responsibility of su 


Euthermia may require icing, etc. 

Provide gastric suction 

Control factors adverse to respiration such as 
pneumothorax, etc. 


Adhere to basic principals of gentleness, hemastasis, etc. 
Anesthesiologist Control induction— avoid sudden insult to 


More attention to each detail 
Especially cautious induction 


Especially high oxygen mixture 
Endotracheal intubation 


oe and anesthesiologist as practically divided. Many details are omitted. These duties are so funda- 
mental (in essence a corol to Table 1) that their recording seems impertinent. The ai 


uthor observes violation of these prin- 


cipals (to the detriment of patients) with amazing regularity. It is interesting to note chat. only the critical case receives the grave 


attention that is every patient’s due. 


oxygenation, it is not cardiac arrest but death 
from suffocation which ensues. A plea is made 
for acceptance of this approach with the idea 
that a positive attitude toward prevention of 
these catastrophies will result. The term car- 
diac arrest had better be discarded as it is 
now accorded the dignity of a “stroke” or 
“heart attack.” Better terminology would be: 
“death from anoxia subsequent to—,’ with 
the cause clearly stated. 

It is suggested that hospitals should provide 
a separate and distinct committee to exam- 
ine the records in cases of cardiac arrest. The 
function of this group should be instructive 
as well as constructive. 

Recommendations might be made for mini- 
mal requirements acceptable as safe. For ex- 
ample, in elective operations,—a hemoglobin 
of at least 10 Gm. and no fever before opera- 
tion is undertaken (Table 3). Obviously the 
system must be flexible and modified within 
reason according to circumstances. Neverthe- 
less the practice of operating on the anemic, 
the dehydrated, and the markedly febrile pa- 
tient can be eliminated. 

“Familiarity” with fundamentals has ap- 
parently produced a dangerous “contempt.” 
The promiscuous and unwarranted abuse of 
thiopental sodium (Pentothal) as seen in this 
series is a good example. So simple a thing 
as a neglected airway continues to kill. 

I admit to a degree of dogma in the fore- 


going statements and interpretations. That 
some of these may not be provable is recog- 
nized. These discrepancies are in the interest 
of “making a point” which, it is hoped, will 
lead to elimination of certain medical fail- 
ures. The firm and irrevocable conviction 
is held that most of the patients represented 
in this study should be alive today. 


Conclusions 


1. Cardiac arrest is defined in many ways. 
However, it is usually applied where anoxia 
is implicated. 

2. Cardiac arrest as defined herein may 
not occur. 

3. The incidence of unavoidable cardiac 
arrest is unknown. It would seem very rare. 

4. There is an urgent need for unity of 
thought regarding this entity. 

5. Many surgeons still do not offer their 
patients adequate cardiac resuscitation. 


1720 Spring Hill Avenue 
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Toxemia of Pr €gnancy: Its Management and 


STROGANOFF,’ in 1900, introduced the sedation 
treatment for the management of eclampsia. 
His conservative and supportive method of 
therapy has remained the cornerstone for the 
management of toxemia to the present date. 
Hypertonic glucose by the intravenous route, 
spinal drainage and continuous caudal or 
spinal anesthesia have been tried as supple- 
ments only to be discarded. During the past 
10 years great emphasis has been placed on 
the use of antihypertensive drugs by outstand- 
ing leaders in obstetrics ably aided by some 
pharmaceutical firms. 

It is the purpose of this paper to emphasize 
that with conservative therapy consisting of 
bed rest, diuretics, sedatives, and individual- 
ized care, excellent results may still be ob- 
tained in the management of toxemia of preg- 
nancy. This conviction is based on maternal 
and fetal survival. 


Material 
In a 12 year period, 1947 through 1958, 
18,227 patients were delivered at the North 
Carolina Baptist Hospital. No negro patients 
are admitted to this hospital. Our incidence 
of toxemia as shown in table 1 was 7.0% and 
our perinatal mortality in this group was 5.8 


TABLE 1 


INCIDENCE OF TOXEMIA AND PERINATAL DEATH 
RATE IN THE NORTH CAROLINA BAPTIST HOSPITAL 
1947 through 1958 (12 years) 


Total Toxemia 
Number of patients delivered 18,227 1,283 (7.0%) 
Perinatal death rate 3.8% 5.8% 
Corrected for infants weighing 1,000 Gms. or over 5% 


Section on Obstetrics, 
Thind 


Association, 
Atlanta, Ga., November 16-19, 1959. 


Results Without the Use of Antihypertensive Drugs* 
C. HAMPTON MAUZY, M.D.,t Winston-Salem, N. C. 


The serious complication of toxemia naturally has led to many attempts to alleviate it and to 
reduce the mortality of both the mother and child. The author is not convinced that much if 
anything has been gained over the older methods of conservative management. 


TABLE 2 
MATERNAL MORTALITY WITH TOXEMIA 


Total Cases Deaths Percentage 
1,283 4° 0.81 
* 1—Malignant h ribund on admission 
2—Severe congenital heart disease (Eisenmenger’s com- 


$—Ruptured uterus (I. V. Pitocin) 
4—Eclamptic—moribund—died 2 hours after admission 
undelivered 


per cent. Seventy-five per cent of our patients 
were private and were managed by 10 physi- 
cians, all of whom are Board members or 
Board qualified. In the past 5 years our tox- 
emia rate has decreased by 2 per cent. We be- 
lieve that this is indicative of better prenatal 
care, especially since a number of our gradu- 
ates are now practicing in nearby communi- 
ties from which we formerly obtained a fairly 
large number of our toxemic patients. It is 
my own personal feeling that credit should 
also go to our county farm agents who have 
made it possible for our citizens to obtain a 
more abundant supply of milk, beef, and 
poultry, and have diversified our crops so that 
we are no longer dependent upon a single 
crop, namely, tobacco. In addition, our peo- 
ple, because of better socio-economic condi- 
tions, are now able to purchase these products. 

Maternal Mortality with Toxemia. Deaths 
occurred in 4 patients with toxemia as shown 
in table 2. One patient had malignant hyper- 
tension, treated by a bilateral Smithwick oper- 
ation. After the operation she became preg 
nant and failed to seek prenatal care. She was 
first seen by us moribund and in labor. She 
delivered a 2,300 Gm. stillborn infant and 
death occurred shortly thereafter apparently 
from a cerebral hemorrhage. An autopsy was 
not obtained. The second death resulted from 
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severe congenital heart disease. An autopsy 
was obtained and the. final diagnosis was 
Eisenmenger’s complex with a high interven- 
tricular septal defect, dextroposition of the 
aorta, slight ventricular hypertrophy, dilata- 
tion of the pulmonary artery and coarctation 
of the aorta. A postmortem cesarean section 
was done and a live infant was delivered. 
Ironically, the infant also had a congenital 
heart. The third death, which we have previ- 
ously reported,? was due to the injudicious 
use of oxytocin (Pitocin). The uterus was rup- 
tured and this, along with poor surgical judg- 
ment and technic, resulted in the death of 
mother and child, and not the toxemia, per 
se. The fourth death was due to eclampsia. 
The patient was referred from a distance of 
approximately 35 miles, she was moribund on 
admission and death occurred 2 hours later. 
The infant was not delivered and an autopsy 
was not obtained. _ 

Classification of Toxemia. A classification 
of toxemia and division of all cases between 
private and service is listed in table 3. I, per- 
sonally, reviewed all the charts of these pa- 
tients and have classified them according to 
the nomenclature and regulations of the 
American Committee on Maternal Welfare 
established April 1, 1952. All patients listed 
with mild preeclampsia had a diastolic blood 
pressure of 90 mm. of mercury or above, and 
in no case was a diagnosis made on the basis 
of edema or albuminuria alone. The large 
number of preeclampsia and the small num- 
ber of hypertensive cardiovascular disease is 
probably misleading. We were often unable 
to make a diagnosis of hypertensive cardio- 
vascular disease clinically because the patient 
was seen for the first time in the second or 
third trimester of pregnancy. Frequently no 
antecedent history or record of hypertension 
existing prior to the pregnancy was obtain- 


TABLE 3 


CLASSIFICATION OF TOXEMIA 
NORTH CAROLINA BAPTIST HOSPITAL 
1947 through 1958 


Service 

380 

Severe preeclampsia 98 93 191 

Edampsia 20 36 

‘Hypertensive cardiovascular disease, 51 67 8 
Hypertensive cardiovascular disease 

with su posed toxemia 24 41 
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PERINATAL DEATHS IN OF PREGNANCY 
udes 22 Sets of Twins) ‘ 


through 195 
Total Deaths Percentage 
Mild preeclampsia — 910 28 3.3 
Severe preeclampsia 195 21 10.7 ° 
Eclampsia 36 10 27.7 
cardiovascular 
119 5.8 


Hypertensive cardiovascular disease 
with superimposed 
Unclassified 4 aig 25.0 


Total 1,905 76 58 


able and in a number of cases follow-up was 
inadequate. I also found it difficult to sepa- 
rate severe preeclampsia from hypertensive 
cardiovascular disease with superimposed tox- 
emia. Cases listed as unclassified are those 
with definite pre-existing or existing renal 
disease. One patient with seyere preeclampsia, 
not included in this tabulation, occurred with 
a hydatidiform mole. © 

Perinatal Deaths in Toxemia of Pregnancy, 
Perinatal deaths in relation to our classifica- 
tion of toxemia are shown in table 4. Twenty- 
two sets of twins are included. Mild pre- 
eclampsia and hypertensive cardiovascular dis- 
ease showed the smallest, percentage of peri- 
natal deaths. We believe the fetal death rate 
in severe preeclampsia and chronic hyperten- 
sive cardiovascular disease with superimposed 
toxemia can be improved with early termina- 
tion of pregnancy. 

Perinatal Infant Deaths by Weight in Tox- 
emia of Pregnancy. Perinatal deaths accord- 
ing to weight are shown in table 5. We have 
included 750 Gm. as our lower limit since we 
have had one infant weighing 840 Gm. that 
survived. This child is now approximately 8 
years old and is progressing normally. Her 
mother had eclampsia and premature separa- 
tion of the placenta. Should we include only 


TABLE 


PERINATAL INFANT DEATHS BY ‘WEIGHT 
OXEMIA OF PREGNANCY 

: NOR RTH CAROLINA BAPTIST HOSPITAL 
1947 through 1958 


Infants : 
Weight at Birth Delivered Deaths Percentage 
750- 999 Gm. 12. wt il 916 
1,000-1,499 Gm. 56.6 
1,500-2,499 Gm. 135 185° 
2,500+Gm. 1,128 2.6 
Total 91,605 76 58 


Corrected (omitting those under: 1,000 Gm.) 5% 
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infants weighing 1,000 Gm. or above, as done 
by others, our infant mortality would be 5 per 
cent. It is interesting to note that if we were 
to further correct these figures, we could easily 
include 15 infants in whom no fetal heart 
sounds were heard on admission to the hospi- 
tal and 18 infants who had anomalies incom- 
patible with life. 

Toxemia Induction for Premature Labor 
by Oxytocin and Perinatal Deaths. In 1947 
we began the induction of premature labor in 
toxemia of pregnancy using oxytocin by the 
intramuscular route. Since 1950 we have given 
it entirely by the intravenous route. Over 
10% of our toxemic patients have been in- 
duced by this method (Table 6). We have 
used it in 36 patients with known premature 
infants. Among the 13 perinatal deaths listed 
were 4 infants dead prior to the use of oxy- 
tocin and 2 others with fetal anomalies in- 
compatible with life. 

Incidence of Cesarean Section for Toxemia. 
Thirty cesarean sections were done in patients 
having toxemia of pregnancy, an incidence of 
2.3 per cent. The hospital incidence for cesar- 
ean section during this same period was 2.2 
per cent. Only 17 cesarean sections were per- 
formed for toxemia alone and their indica- 
tions are listed in table 7. We have always felt 
that cesarean section has little place in the 
management of toxemia of pregnancy, unless 
there are obstetric indications. However, we 
consider cesarean section is justified when the 
toxemia fails to respond to treatment and it is 
imperative that prompt termination of the 
pregnancy be performed in the interest of 
mother and/or infant. 


Management 


Toxemia remains an enigma and the etiol- 
ogy is unknown; its management, as pointed 


TABLE 6 


TOXEMIA INDUCTION FOR PREMATURE LABOR 
BY OXYTOCIN AND PERINATAL DEATHS 
NORTH CAROLINA BAPTIST HOSPITAL 

1947 through 1958 


Number Perinatal Deaths 
Mild preeclampsia 68 1 
Severe preeclampsia 48 7 
Eclampsia 5 1 
Hypertensive cardiovascular 
cardiovascular 
with superimposed 
ia 7 2 
Total 149 18 
(11.5% of all toxemias) 
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TABLE.7 


INCIDENCE OF CESAREAN SECTION FOR TOXEMIA 


30—2.8 aie cent 
17—1.3 per cent 


Hypertensive cardiovascular disease 
with superimposed toxemia 
Unclassified 


Total 


was 


out by Cosgrove? in 1946, consists of 3 phases: 
prophylaxis, treatment of symptoms, and 
termination of pregnancy. Our plan of man- 
agement is based on these 3 phases. 

Prophylaxis consists of good prenatal care, 
namely, that of careful control of weight, re. 
striction of sodium intake, and a well-balanced 
diet with supplementary iron. We believe this 
has done more than any other factor to lower 
the incidence of toxemia in this country and 
has been greatly aided by improvement in 
socio-economic conditions. We teach and prac- 
tice that every pregnant woman, except one 
with a known hypertensive disease, who has a 
systolic pressure of 140 mm. of mercury and a 
diastolic pressure of 90 mm. of m 4 
should be admitted to the hospital. We, occa 
sionally, have patients with an elevated blood 
pressure who are immediately admitted to the 
hospital and are then found to be normoten- 
sive with no signs of toxemia. However, we 
have learned by experience that similar pa- 
tients have been sent home only to return 
with severe preeclampsia. The terms, mild 
and severe, are only relative and represent the 
same disease process either of which may pro- 
ceed to eclampsia. 

Hamlin,‘ of Australia, has shown that by 
good prenatal care he was able to reduce the 
incidence of eclampsia from one in 350 for the 
years before 1948, to one in 7,000 between the 
years of 1948 and 1952. The incidence of pre- 
eclampsia-albuminuria was reduced from 10% 
in 1946 to 18% in 1951. His program con- 
sisted of education to a sensible diet including 
a high protein, high vitamin, low salt, and 
low caloric diet. The weight gain was limited 
from one-half to three-quarters pound pet 
week. He urged the patient to shun the baker 
and cultivate the butcher; to lay down the 
bread knife and take up the carving knife, 
and he insisted that this must be carried out 


Total number 
For toxemia alone 
Abruptio 
Severe preeclampsia 
2 
Eclampsia 
1 


t in 
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in the first 30 weeks of pregnancy. Patients 
gaining over three-quarters pound per week, 
or with minimal edema during the first 30 
weeks of pregnancy were admitted to the hos- 
pital for corrective measures and education in 
weight control and diet. 

Our patients with mild preeclampsia are 
admitted to the hospital and treated with bed 
rest, which is one of the best means of pro- 
moting diuresis, a high protein, low sodium 
and low caloric diet and occasionally a mild 
sedative such as phenobarbital, 0.03 Gm., 
three times daily. For fluid retention a diu- 
retic is used, and we prefer the use of chloro- 
thiazide or hydrochlorothiazide but until 
these drugs were available we relied mainly 
on ammonium chloride and occasionally a 
mercurial diuretic. 

Our severe preeclamptics, those having a 
systolic blood pressure of 160 mm. of mercury 
or above, and diastolic blood pressure of 100 
mm. or above, and/or 3+ or more albumi- 
nuria are managed by bed rest, high protein, 
low sodium, low caloric diet, a diuretic drug, 
if edema is present, and heavy sedation. The 
sedative consists of a barbiturate, usually 
phenobarbital and/or a narcotic plus the use 
of magnesium sulfate. The latter drug is ad- 
ministered intramuscularly, the initial dose 
being 10 Gm., 5 Gm. in each buttock, followed 
by 5 Gm. every 6 hours. Blood pressure, 
pulse, and respiratory rates are carefully 
watched and close attention is paid to the in- 
take and output of fluid. The work of Hall 
and his associates® of the Department of Ob- 
stetrics and Gynecology at the University of 
Virginia in the use of magnesium sulfate is 
worthy of note. He has found that 40 to 60 
Gm. of magnesium sulfate can be adminis- 
tered within a 24 hour period without tox- 
icity. He recommends the use of 20 Gm. of 
magnesium sulfate in 1,000 cc. of 5% glucose 
solution and this is given through an 18 gauge 
needle at the rate of 140 drops per minute the 
first hour, 80 drops per minute the second 
hour, and 40 drops per minute the rest of the 
solution, A careful check is made on the out- 
put of urine and on the presence of the 
patellar reflexes. Calcium gluconate should 
always be available if respiratory depression 
ye is noted, this being a known anti- 


Our eclamptics are managed in a similar 
manner to the severe preeclamptics, except 
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that initially they are given intravenous bar- 
biturate to control the convulsions. A quiet, 
dark room, intranasal oxygen, and a constant 
attendant are also provided. Patients unable 
to take fluid by mouth are given intravenous 
fluids, and these are calculated on the previ- 
ous 24 hour output plus the insensible loss of 
1,200 cc. We do not hydrate nor dehydrate 
our patients. 

Termination of the pregnancy is the only 
known cure for toxemia of pregnancy and is 
of vital importance in improving the fetal 
salvage. It is well-known that placental 
ischemia does exist in hypertensive diseases of 
pregnancy, and that placental damage once 
taken place is irreversible. Also, fetal survival 
depends upon the amount of residual func- 
tional placental tissue and fetal maturity. We 
have no means at the present time of measur- 
ing residual functional placental tissue, and 
fetal maturity is hard to ascertain at times, 
particularly in the hypertensive vascular dis- 
eased cases. 

In 1954, I® reported on a method of termi- 
nating pregnancy in the presence of toxemia 
and the salvage of infants weighing over 750 
Gm., and advocated intravenous oxytocin as 
the method of choice rather than cesarean 
section. We have demonstrated to our own 
satisfaction that this can be done and that the 
vaginal route offers a much better prognosis 
for the premature infant than does that of 
cesarean section. The simplest form of induc- 
ing labor is artificial rupture of the mem- 
branes. This can be safely carried out in most 
toxemias of pregnancy near term, provided 
the head is engaged and the cervix is ripe 
(50%, effaced and 2 to 3 cm. dilated). If these 
conditions are not present we believe that in 
the interest of the child intravenous oxytocin 
should be given first. 

While the method used in the termination 
of pregnancy is important, a primary concern 
is when should it be done. Lennon,’ in 1957, 
advocated that in cured mild preeclampsia 
labor should be induced at 38 to 39 weeks, 
and that in mild preeclampsia which recurs 
after so-called successful treatment labor 
should be induced after the 36th week. He 
stated that fetal salvage in toxemic cases over 
36 weeks should be almost 100 per cent. Before 
86 weeks including early cases, the result is 
50% (stillbirths and neonatals being equal). 
Landesman and Olistein® believe that in 
severe preeclampsia, should spasm of the 
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retinal vessels ensue, the Jikelihood of fetal 
death is increased, and interruption of 
pregnancy should be strongly considered 
within a 3 week period. — 

We believe the following are indications for 
the termination of pregnancy particularly in 
favor of fetal salvage: 


1. Mild preeclampsia that persists for as 
long as 3 weeks and pembally in all cases at 
38 to 39 weeks. 

2. In all severe instances of preeclampsia, 
showing no improvement in 48 hours and 
probably in all cases past the 35th week of 
pregnancy. 

3. Eclampsia at 24 to 48 hours after convul- 
sions have been controlled. 


4. In all cases of chronic hypertensive car- 
diovascular disease in which toxemia has been 
superimposed. 

5. Albuminuria which persists and/or a 
rising blood uric acid. 

6. The diabetic patient who develops 
toxemia. 


7. Oliguria which persists for a 24 hour 
period in a hydrated patient. 

If we are to improve our fetal salvage in 
toxemia of pregnancy, it is our belief that 
more pregnancies will have to be terminated 
after the 35th week, knowing full well that 
often a premature infant will be obtained. 
The risk of prematurity is preferable to the 
chance of intra-uterine death. 


Case Report 


A case which was classified by the attending 
physician as severe preeclampsia and which I 
have classified as chronic hypertensive cardio- 
vascular disease with superimposed toxemia is 
presented to illustrate improper management 
(Fig. 1). 

The patient was a 30 year old white woman who 
had one previous pregnancy in 1955 which terminated 
in spontaneous abortion of a 3 months fetus. She was 
admitted on Feb. 15, 1956, with a 36 weeks gestation, 
the calculated date of confinement am March 16, 
1956. 

Past history revealed that on two previous admis- 
sions to the hospital, once in 1954 and once with the 
present pregnancy, the blood ‘pressure had been re- 
corded as systolic 150 mm. of ser tnd and diastolic 
90 mm. of mercury. 

The admission blood pressure was systolic 210 mm. 
and diastolic 130 mm. of mereury. The urine showed 
4+ proteinuria. According to the attending physician's 
notes she had been normotensive and had no albumi- 
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nuria in the 2 weeks prior to the admission date. How- 
ever, she had been having headaches and scotomata. 
Admission weight was 185 pounds, a total gain of 20 
pounds, with a weight gain of only 2 and one-half 
pounds during the past 2 weeks. Pretibial edema was 
present. Fundiscopic examination by an ophthalmolo- 
gist showed general constriction of the arterial tree 
with numerous focal constrictions and some superficial 
hemorrhages. 

Treatment consisted of bed rest, a high protein, low 
sodium, low caloric diet, amobarbital sodium (Amytal 
Sodium) 0.2 Gm. at intervals for sedation, and 100 to 
300 mg. of Demerol daily. Intravenous oxytocin was 
administered on two different occasions, the 6th.and 
10th days. Blood pressure readings were taken at least 
every 4 hours, but are recorded on the figure for the 
highest and lowest reading in a 24 hour period. The 
marked fall in blood pressure noted on the 22nd was 
when reserpine and hydralazine HCl (Apresoline) 
were given. Membranes were ruptured artificially on 
the 11th hospital day and 6 hours after this procedure 
the cervix was effaced 2+ and 2 cm. dilated. At this 
time the uterus was noted to be hard and irritable and 
the fetal heart could not be heard. Consultation was 
obtained and a diagnosis of severe abruptio placenta 
was made and a cesarean section was recommended. 
The operation was performed and a stillborn infant 
weighing 5 pounds 5 ounces was delivered. The patient 
was discharged from the hospital on the 9th post 
operative day in good condition. 


It is my own personal feeling that had an 
attempt been made to terminate this preg- 
nancy within 48 hours after admission by the 
continued daily use of intravenous oxytocin 
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the. cervix would have become favorable for 
induction and the membranes could have 
been ruptured and vaginal delivery antici- 
However, if no change in the cervix 
was noted after 2 or 3 days of administration 
of. oxytocin a. cesarean section should have 
been done. 
Discussion 
It is a human mistake, and particularly is 
this true in medicine, to make derogatory re- 
marks or unjustly criticize a procedure or pro- 
cedures with which one is not personally 
familiar. It is not the purpose of this paper to 
condemn the use of antihypertensive drugs in 
the management of toxemia. Investigations of 
Assali,? McCall,?® Finnerty and Fuchs," Ashe 
and Thomas,’ and Rogers and co-workers,'* 
and many others have demonstrated how 
these drugs should be used in the manage- 
ment of toxemia of p: cy. Their studies 
have opened new fields of research and may 
eventually help solve the riddle of this disease. 
Our experience with antihypertensive drugs is 
limited and, though cognizant of the work of 
others, we are not convinced that vasodepres- 
sant agents are necessary in the management 
of toxemia unless the blood pressure is un- 
usually high and fails to respond to bed rest, 
dietary control, diuretics and sedation. It is 
well-known to all workers in this field that 
convulsions may still occur even when the 
blood pressure has been lowered to a normal 
range. Are not these drugs treating only one 
leg of the triad of toxemia, namely, hyperten- 
sion, and is not the disease process still pres- 
ent even though the patient may show clinical 
improvement? Fetal survival is not necessarily 
enhanced by the clinical improvement of the 
mother. Landesman and associates,14 reporting 
on the use of reserpine in toxemia, state that 
reserpine orally and intravenously may be ad- 
ministered without significant toxicity to the 


mother of fetus and make the following 


comments: 


1, There is no improvement in fetal salvage 
or the incidence of smaller babies with pro- 
longed oral reserpine therapy. 

2. Oral administration apparently delays 
the advent of superimposed toxemia in hyper- 
tensive cases, but the manifestation of super- 
imposition is masked and in no way modifies 
the basic toxemic process. 

3. Review of antihypertensive agents reveal 
that none alter the fetal outcome in toxemia. 
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4. Maternal protection may be afforded 
with these preparations by preventing hyper- 
tensive crises. 

In a critical review of our material we ques- 
tioned whether antihypertensive drugs would 
have improved our maternal or fetal survival. 
It is for this reason, until more is learned, we 
shall stick to our old-fashioned regime. 


Comment 


In my 25 years of experience in obstetrics I 
have seen severe preeclampsia and eclampsia 
treated by means of lumbar puncture with 
drainage of spinal fluid and the patient de- 
hydrated with no improvement. I have seen 
fluids pushed and the patient die of pulmon- 
ary edema. When Amytal, Nembutal and Sec- 
onal were introduced we overdid the sedation 
and often lost both mother and child. Over- 
zealous treatment, unfortunately, can result in 
maternal and/or fetal mortality. 

The literature contains conflicting reports 
regarding the proper management of the pa- 
tient with severe toxemia of pregnancy. At 
one medical center eclampsia is treated by 
hydration, forcing fluids to 4,000 cc. a day; 
at another center this procedure is criticized 
and there is warning of its dangers. The Cin- 
cinnati group for years has treated eclampsia 
with Veratrum viride with excellent results. 
Other groups are reporting good results with 
other antihypertensive drugs. We, along with 
others, believe we have achieved good results 
with sedation and individualized care. 

It should be recognized that each group is 
treating only signs and symptoms. There is 
far more to toxemia than merely edema, 
hypertension, and proteinuria. Until the cause 
of this disease can be ascertained, which will 
involve more knowledge of the steroids, gly- 
cogen metabolism, uterine blood flow, pla- 
centa ischemia, enzymatic reactions, and the 
like, we must treat as we have been doing, 
that is, in the manner with which we are most 
familiar—provided our results are good. 
There is, however, one common denominator 
in all these apparently diversified types of 
management, namely, the severe preeclamptic 
or eclamptic is treated as a seriously ill pa- 
tient. No attempt should be made to termi- 
nate the pregnancy until the condition has 
been stabilized and/or the convulsions con- 
trolled, usually a 24 to 48 hour period. If the 
cervix is favorable, simple rupture of the 
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membranes, occasionally aided by intravenous 
oxytocin, will induce labor, and only when 
this fails should cesarean section under local 
anesthesia become the procedure of choice. 
Operative intervention has been rare in our 
experience. 

Improved economic conditions which have 
resulted in better nutrition, better hospital 
care, plus a wider dissemination of knowledge 
to patient and physician, along with early 
recognition of the toxemia have resulted in a 
decreased incidence of this disease. The fetal 
mortality is too high in toxemia and can be 
improved if more attention is paid to the 
early termination of pregnancy. 

New drugs, such as the antihypertensive 
group, have been added to our treatment. 
These drugs seem to be advantageous in pre- 
venting acute hypertensive crises which often 
result in fatal cerebral vascular accidents. 
They do not cure the toxemia nor improve 
fetal salvage. 

The cause of toxemia still presents a chal- 
lenge to our investigators, and until the etiol- 
ogy is known we must treat the signs and 
symptoms with eternal vigilance. 


Summary 


A review of 12 years experience in the man- 
agement of toxemia of pregnancy at the 
North Carolina Baptist Hospital has been 


presented. The incidence of the disease was 
7% with a perinatal mortality of 5.8% and a 
maternal mortality of 0.31 per cent. Conserva- 
tive management and individualized care has 
been stressed. The indications for early termi- 
nation of pregnancy have been given and 
vaginal delivery by means of premature in- 
duction of labor advocated to improve the 
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Appendectomy Incidental to Cesarean 


Section, Postpartum Sterilization, or 


Ectopic Pregnancy’ 


PHIL C. SCHREIER, M.D., and JAMES D. MYERS, M.D.,+ Memphis, Tenn. 


APPENDECTOMY as a concomitant of pelvic and 
general abdominal surgery has been accepted 
for many years. This has not been true in 
obstetric surgery; however, interest in extend- 
ing appendectomy in this area is gradually 
evolving. 

Undoubtedly experience with incidental ap- 
pendectomy in obstetric surgery has been more 
general than publications indicate; neverthe- 
less, many patients continue to be seen fol- 
lowing cesarean section or tubal ligation from 
whom the appendix has not been removed. 
This fact became increasingly apparent, and 
hesitation in the performance of prophylactic 
appendectomy was recognized. In 1954, Lars- 
son! reported 20 successful cases of her own 
and the results of a survey indicating scat- 
tered, uncrystallized, and unpublished expe- 
rience in the practice of 5 surgeons, all of 
whose comments were favorable. Israel and 
Roitman,? in an editorial, raised the question 
as to whether a continuation of the prejudice 
against prophylactic appendectomy is justifi- 
able. They reported 50 cases and added words 
of encouragement to give the patient, whose 
abdomen is being opened for cesarean section 
and in whom there is no major contraindica- 
tion, the benefit of an appendectomy. Powell 
and associates* recently reported a series of 
appendectomies incidental to 35 cesarean sec- 
tions and 5 operations for ectopic pregnancy. 

Although the appendix is recognized as 
more of a liability in future differential diag- 
nostic problems rather than as a serious threat 

*Read before the Section on Obstetrics, Southern Medical 
180. Annual Meeting, Atlanta, Ga., No- 

from the Division of Obstetrics and Gynecology, the Uni- 
College of Medicine, and the City of 


Most obstetricians and surgeons have been loathe to do an appendectomy incidental to obstetric 
abdominal surgery. Therefore the authors planned the study reported here. No increased 
morbidity was involved in doing the appendectomy and there was no mortality. 
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to life, the desirability of removing it when- 
ever the abdomen is opened is a well-estab- 
lished and inherent surgical principle. The 
extension of appendectomy to the parturient 
woman who requires abdominal surgery is 
seemingly logical and worthy of investigation. 

In 1955, a policy was established on the 
obstetric teaching service of the University 
of Tennessee College of Medicine to foster 
appendectomy incidental to cesarean section, 
postpartum tubal ligation, and laparotomy 
for extra-uterine pregnancy. Since these ap- 
pendectomies would be done by the house 
staff, certain basic principles were enunciated 
on which they could base their judgment as 
to whether or not there was a contraindica- 
tion to appendectomy. These were as follows: 

(1) Total general condition of the patient, 
which is basic in performing any operative 
procedure. 

(2) Accessibility of the appendix not re- 
quiring extensive dissection for removal. 

(3) Evidence of intra-uterine infection. 

(4) Excessive blood loss without adequate 
prior replacement. 

(5) A spinal anesthetic level inadequate to 
permit mobilization of the cecum. 

(6) The necessity to conclude an operative 
procedure as quickly as practical to free the 
operating room. 

During the period from Jan., 1955, to Jan., 
1959, 1,684 abdominal obstetric procedures 
were done in which 483 incidental appendec- 
tomies were performed. The series is divided 
into 3 major categories: (1) cesarean section, 
(2) postpartum tubal ligation and (3) ectopic 
pregnancy. In each of these categories, the 
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cases with and without appendectomy have 
been reviewed. Analysis of the 1,201 opera- 
tions in which appendectomy was not done 
established a large.control group on the same 
service with which to compare the patients 
who had appendectomies. Other than utiliza- 
tion of the basic guidance rules listed above, 
these are otherwise unselected cases and con- 
stitute all in which incidental appendectomy 
was done. There has been no mortality in the 
patients in whom the appendix was removed. 
To determine morbidity, the standard es- 
tablished by the Joint Committee on Mater- 
nal Welfare was used. It is defined as a tem- 
perature of 100.4 degrees occurring on any 2 
of the first 10 postpartum days exclusive of 
the first 24 hours, and taken by mouth by a 
standard technic at least 4 times a day. The 
same standard has been used in the patients 
in the ectopic pregnancy group. Ninety-nine 
cent of the appendectomies were per- 
formed by double ligation of the appendiceal 
base and application of phenol to the stump 
without inversion; however, a plea is not made 
for a particular technic of appendectomy. 


Cesarean Section 


Five hundred and seventy-eight cesarean 
sections were performed, of which 86% wer€ 
of the low cervical type. There were 328 
cesarean sections which were considered elec- 
tive, the indications for which were, in a 
large majority, previous cesarean section, 
toxemia, diabetes mellitus, and transverse lie. 
Elective cesarean section for cephalopelvic 
disproportion, with adverse pelvimetry values 
as the sole indication, was never done. The 
remainder, or nonelective group, includes a 
variety of obstetric indications, principally 
hemorrhage and dystocia. 

Of the total of 578 cesarean sections, an 
incidental appendectomy was performed in 
144 (25%). Seventy-one per cent of these ap- 


TABLE 1 
CESAREAN SECTION 


With Without 


Appendectomy Appendectomy 
‘Total. number cases 578 144 25% 434 75% 
Morbidity 38 26% 142 33% 
' diagnosed cause 16 42% 67 47% 
Postoperative hospital days i 
not morbid 7.0 7.1 
morbid 9.1 8.7 
Prophylactic antibiotics). 59 40% 238 55% 


MARCH 1960 


TABLE 2 | 
POSTPARTUM TUBAL LIGATION 


With Without 


Appendectomy Appendectomy 
Total number cases 842 301 36% 541 64% 
Morbidity 24 8% 28 
diagnosed cause 2 9% 1 4% 
Postoperative hospital days 
not morbid 6.3 6.3 
morbid 8.7 75 
Prophylactic antibiotics 20% 98 18% 


pendectomies were done in association with 
an elective indication for the cesarean section. 
This is indicative of the clinical judgment 
exercised, leaning toward appendectomy with 
elective cesarean section. 

The morbidity incidence, using the very 
conservative criteria previously defined, was 
33% in the patients without appendectomy 
and 26% in those with appendectomy. One 
must recall that this morbidity is based solely 
on temperature elevation. In one half of the 
morbid patients in both groups, a specific 
cause for the temperature elevation could not 
be shown nor did it alter the convalescence. 
The causes for morbidity in both groups 
which could be specifically identified were 
endometritis, infection of the urinary tract, 
wound infection, and pulmonary infection; 
they were not found to be increased in the 
group who had appendectomy. The average 
postoperative hospital days in the nonmorbid 
patients with and without appendectomy was 
identical. Morbidity prolonged the hospitali- 
zation in both groups by an average of 2 days. 
Antibiotics were administered prophylactically 
to 55% of the patients who did not have ap- 
pendectomy and to 40% of those who had 
appendectomy. Data are shown in table 1. 


Postpartum Tubal Ligation 

A total of 842 patients underwent post- 
partum tubal ligation by the technic of Pom- 
eroy within 48 hours of delivery. Coincidental 
appendectomy was performed in 301, or 36% 
of these. Temperature morbidity occurred 
with approximately equal frequency in both 
groups, 5% without appendectomy and 8% 
with appendectomy. Three wound infections 
constituted the only diagnosable cause for 
morbidity, 2 of which occurred in patients 
who had an appendectomy. Antibiotics were 
employed. prophylactically in 20% of both 
groups. Data are shown in table 2. » 


= 
P 
Sarre, 
4, 
= 
\ 
\ 
j 


VOLUME 53 
TABLE 3 
ECTOPIC PREGNANCY 
With Without 
Appendectomy Appendectomy 
Total number cases 264 38 14% 226 86% 
Morbidity 9 24% 59 25% 
diagnosed cause 1 1% 14 25% 
Postoperative hospital days 
not morbid 6.9 7.2 
morbid 7.0 8.2 
Prophylactic antibiotics 8 21% 16 47% 
Ectopic Pregnancy 


The desire to remove the appendix prevails 
when the abdomen is opened for ectopic 
pregnancy; however, the approach to inciden- 
tal appendectomy i in this entity has been most 
conservative. Often ectopic pregnancy is sur- 
rounded by different circumstances, such as 
acute hemorrhagic shock, and additional 
manipulation beyond the urgent need to con- 
trol bleeding has been rightly questioned. 
Also, the removal of the appendix with in- 
evitable bacterial contamination in the pres- 
ence of hemoperitoneum has traditionally 
been regarded as an illogical concept. This 
is not considered as being significantly dif- 
ferent from free blood in the peritoneal cavity 
associated with hysterectomy or cesarean sec- 
tion. 

In 264 laparotomies for ectopic pregnancy, 
38 (or 14%) incidental appendectomies were 
performed. Thirty-one, or 82%, of these were 
done within the last 2 years of this report, 
indicating increasing confidence in this area. 
Thirty-six appendectomies were associated 
with hemoperitoneum. In the 236 cases in 
which appendectomy was not done the mor- 
bidity was 25% as compared to 24% in the 
appendectomy group. No morbidity was di- 
rectly attributed to appendectomy, nor was 
hospitalization increased. Antibiotics were ad- 
ministered prophylactically to 47% of the 
patients who did not have and to 21% of 
those who had appendectomy. Data are shown 
in table 3. 


Summary 
Incidental appendectomy with cesarean sec- 
tion, postpartum tubal ligation and operation 
for ectopic pregnancy has been evaluated over 
a 4 year period. 
Ina total of 483 appendectomies incidental 
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to 1,684 obstetric abdominal ures there 
was not a significant difference in morbidity, 
complications, or duration of hospital stay be- 
tween those who did and did not have an 
appendectomy. 

Appendectomy incidental to cesarean sec- 
tion, postpartum tubal ligation, and ectopic 
pregnancy is strongly advocated; however, 
this procedure must be done within the limi- 
tations of the basic surgical principles herein 
defined. 

Appendectomy in association with ruptured 
ectopic pregnancy is not deterred solely by 
hemoperitoneum. 


We feel that our experience justifies in- 
creasing the frequency of incidental appen- 
dectomy in obstetric abdominal surgery. 
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Discussion (Abstract) 


Dr. W. C. Winn, Richmond, Va. I am sure that 
there are many present who, like myself, have been 
reluctant to follow the practice of removing the normal 
appendix at time of cesarean section, and particularly 
in presence of a ruptured ectopic pregnancy with 

itoneum, because we have been taught over 
the years that it was not the safe thing to do. Most of 
us are hesitant about using any new treatment or 
operation on our private patients until it has been 
tried and found to be reasonably safe. 

For some months before being asked to discuss this 
paper, I had been proded into doing an occasional 
incidental appendectomy at the time of cesaran sec- 
tion and ectopic pregnancy by some of my friends. I 
have not done many, but thus far I have not had any 
complications as a result of the procedure. As Drs, 
Schreier and Myers have pointed out, there are a num- 
ber of very encouraging reports on the subject. If, by 
elective incidental appendectomy, acute appendicitis 
under adverse circumstances can be prevented without 
danger to the patient, it is certainly worthy of our 
most earnest consideration. 

Experience reported by Drs. Schreier and Myers 
with 483 incidental appendectomies is certainly im- 
pressive. The contraindications which they have out- 
lined are important to remember. Their report is very 
commendable. 

We are indebted to Drs. Schreier and Myers for 
bringing this interesting and important subject to our 
attention and for giving us the benefit of their valu- 
able experience. 
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The Complete Examination of Our 
Gynecologic Patients: 


JOHN T. ARMSTRONG, M.D., Houston, Tex. 


IF ANY LASTING IMPRESSION or benefit comes 
from this address, as elementary as it may be, 
I hope it will be that a good clinical history 
and physical examination are the most val- 
uable procedures in not only the manage- 
ment of our gynecologic patients but any 
patient. The majority of advancements in 
gynecology have been toward developing bet- 
ter technics of examination. These technics 
include exfoliative cytologic studies, hormonal 
assays, more frequent use of tissue studies, 
culdoscopy, culdosentesis, pneumoperitoneum, 
cystograms, colposcopy, tubal insufflation, 
hysterosalpingography and many others which 
will not be mentioned. 

Gynecologic complaints are frequently very 
difficult to understand, because they may be 
on a psychosomatic or organic basis or both. 
All too often various systemic diseases may 
be manifested in the reproductive system. It 
is safe to assume that there is something 
wrong with every patient who has a complaint 
and reports to a physician. The accurate in- 
terpretation of the pelvic examination find- 
ings are fraught with difficulties for even the 
most experienced gynecologists. If one elimi- 
nates the complaints that are on a psychoso- 
matic basis, all too often he has to consider 
diseases of the urinary, gastrointestinal, muscu- 
loskeletal, neurologic and endocrine systems. 
In some respects a gynecologist is a generalist 
for women insofar as the diagnosis of his pa- 
tients is concerned. 

My first introduction to clinical medicine 
as a medical student was a course in physical 
diagnosis. I still recall how fascinating it was. 
Some of the unsung heroes in medicine have 
been teaching patients who time after time 
tolerated medical students as they plodded 
through a lengthy case history and examina- 
tion. Practicing physicians can be of great 
service in impressing on medical students, 

*Chairman’s Address, read before the Section on Gynecology 


Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 


362 


interns and residents that a good clinical rec- 
ord serves as a valuable reference for the life 
of the patient. 

Bits of information which may seem quite 
insignificant at the time exert great influence 
on a young physician in his years as an intern 
and resident. I recall one staff man whose 
philosophy was that the difference between 
an ordinary physician and a good physician 
was that the good physician paid attention 
to all the details all the time. Another to 
whom I am greatly indebted remarked that 
young physicians in his organization were 
usually promoted to higher staff positions ac- 
cording to how well they worked up and diag- 
nosed their cases. If they had the capacity to 
make sound observations and diagnose accu- 
rately, the proper treatment would follow as 
a result. 

Several years ago I heard the medical di- 
rector of a major industrial firm talk on the 
problems involved in industrial medicine. A 
poor examination was looked upon as worse 
than no examination at all, because frequently 
it did not detect physical defects and at the 
same time gave the false assurance that every- 
thing was satisfactory. He considered the per- 
sonnel the company. A well-trained skilled 
executive can be replaced only by years of 
training of another man. It seems fitting that 
we have this same attitude toward our own 
patients. 

Our gynecologic patients are becoming more 
and more responsive to the idea of having a 
periodic examination performed. Just as in 
the case of the executives of the corporations, 
if we do not take a good interval history and 
do a complete physical examination, we may 
overlook some important illness in an early 
stage. Some of our patients are faithful enough 
to follow our instructions and may not return 
until the time stipulated by us. Occasionally 
an obvious illness has developed, still they 
delay because they know they will be ex- 
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amined soon. How many of us have anxiously 
referred back to our records when we dis- 
covered some alarming physical finding to 
ascertain if we recorded it in the past? I have, 
for one. 

Many of our patients try to convert us to 
an internist or generalist and have a tendency 
to urge us to manage many illnesses beyond 
our field of medicine. The present degree of 

ilization is a mystery to some and out- 
right annoying to others. All too frequently 
they do not know to whom they should go. 
Being divided into segments can be objec- 
tionable. We can be of great service by listen- 
ing to their complaints, examine them care- 
fully and aid them in choosing the type of 
physician they need. Occasionally this may 
seem to be an imposition but, if we stop to 
think, we should be flattered that this is an 
expression of confidence in most instances. 
Many of us have patients who will not see 
another physician unless we more or less give 
them a stamp of approval. Assuming the above 
interpretation to be true, we must have con- 
siderable knowledge of the patient to perform 
such a service. 

Criticism can sometimes be rather severe. 
Anyone can criticize, but the ability to offer 
constructive criticism is a quality possessed 
by very few men. Several years ago Dr. Nor- 
man Miller’s comments on unnecessary hyster- 
ectomies was, in part, constructive. I believe 
many so-called unnecessary operations could 
have been avoided by more thorough study 
of the patients. Anyone who has served on a 
tissue or medical audit committee knows that 
normal tissue will on occasions arrive in the 
laboratory. Careful study usually reveals that 
a long list of functional or psychosomatic 
complaints exist. Only careful observation and 
examination can eliminate such errors. 

Sometimes we have been considered as lack- 
ing in imagination and becoming rather lim- 
ited to a few operative procedures. This could 
progress to becoming expert in even a single 
operation and not possessing the ability to 
utilize all others available. If one obtained a 
full knowledge and understanding of all pa- 
tients and appreciated how much they differ, 
his imagination would be taxed to the utmost 
in applying the most suitable treatment. The 
necessity to improve, improvise and invent 
would be self-evident. The necessity to fit 
treatment to a patient is far more important 
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than fitting the patient to a stereotyped treat- 
ment. Many teaching programs may become 
very limited in value because of their lack 
of versatility. 

The education of the general public about 
medical subjects has been increased by speak- 
ers bureaus, special societies, research foun- 
dations, medical fairs, and the like. Only re- 
cently I heard it said that the general public 
is possibly ahead of the physicians in their 
interest in early cancer detection. The knowl- 
edge of the use and value of exfoliative cy- 
tology in the detection of carcinoma of the 
cervix is widespread in the general public. 
Many physicians are losing patients by their 
failure to conform. 

As we all know, vaginal plastic operative 
procedures are difficult to execute properly 
and the results obtained are sometimes dis- 
appointing. One of the most distressing re- 
sults can be dyspareunia which may vary from 
a moderate amount to a point where coitus 
is intolerable. Although an examination under 
anesthesia has many assets, it is no time to 
evaluate how extensive a vaginal plastic op- 
eration should be, and an over-correction may 
be the result. The physician who has not 
had some poor results with his vaginal plastic 
operations has not done many or other phy- 
sicians are seeing his bad results. A very thor- 
ough preoperative analysis and carefully 
planned operation are essential. Extirpation 
surgery, by comparison, is easy when compared 
to surgery which is designed to revise patho- 
logic anatomy and restore a malfunction to 


Research is a magic word these days. We 
are unconsciously engaging in clinical re- 
search every day. Many discoveries have been 
made accidentally by astute observers who had 
the capacity to understand, appreciate and 
make use of their discoveries. 

It was the visualization, by Dr. J. Marion 
Sims, of the distended vagina while a patient 
was in the knee-chest position that led to the 
closure of a vesicovaginal fistula. Marion 
Sims, because of his contribution to gyneco- 
logic surgery, has been called the Father of 
Modern Gynecology. When one studies the 
comparatively short history of gynecology and 
understands the contributions of talented and 
skilled observers, he will appreciate the con- 
tinuous change and evolution that has taken 
place up to the present. He will deduct that 
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the door has not been shut. Our patients still 
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The Problem of “Compensation” 


Neurosis* 


THEODORE L. L. SONIAT, M.D.,t New Orleans, La. 


When, in the compensation case, are the clinical symptoms on the basis of conversion hysteria and 
when do they represent malingering? This is an important and at times difficult differentiation. 


PATIENTS WHO HAVE ALLEGEDLY SUSTAINED IN- 
juris constitute a considerable portion of the 
practices of the average neurosurgeon and 
neurologist, and more and more of these pa- 
tients are being sent to the psychiatrist for 
evaluation. This type of referral practice has 
furnished the background for these remarks. 

In medicolegal consultation practice, the re- 
ferring agency usually wants an answer to the 
question, “Are the patient’s complaints on an 
organic or nonorganic basis?” If they are be- 
lieved to be of nonorganic origin, then the 
next question is, “Do they arise from uncon- 
scious or conscious motivation (outright sim- 
ulation), or are they due to a combination of 
these?” By the latter is meant that patients 
sometimes unconsciously and sometimes con- 
sciously exaggerate organic symptoms, and at 
times consciously exaggerate psychoneurotic 
symptoms. As is well known the solution is 
not always easy. Also, one must bear in mind 
that a malingerer may simulate symptoms or 
he may actually feign the accident from which 
the alleged symptoms stem. Both conscious and 
unconscious simulation may affect functions 
served by any part of the nervous system, and 
the symptoms may resemble those of an or- 
ganic neurologic disturbance. 

In making the differential diagnosis the 
physician must perform a careful neurologic 
examination. Incongruities in the patient’s re- 
sponses tell much. It must be borne in mind 
that in psychogenic as well as in organic 
paralysis there may be secondary contractures 
and vasomotor changes and that the late 
sequelae of chronic psychogenic paralysis may 
be almost impossible to differentiate from 
those of true organic paralysis. . 
and Pychiatry, “Southern, Medical Awociation, “Filey Thisd 
Annual Meeting, Atlanta, Ga., November 16-19,” 1959. 


+From the Department of Neurology and Psychiatry, Ochsner 
Clinic, New Orleans, La. 


Study of the patient’s attitude is extremely 
informative. In conversion hysteria (uncon- 
scious simulation) the patient usually is hon- 
est with his physicians, has a good employ- 
ment record and may be willing to return to 
his job and attempt to work. On the other 
hand, in outright simulation (conscious ma- 
lingering) the patient is aware that his symp- 
toms are not real, and he manufactures them 
with definite intent; he attempts to deceive 
others but does not deceive himself, as does 
the patient with hysteria. As a result he is 
suspicious of examinations and resents, fears 
and avoids them. Consequently, his answers 
are evasive and it frequently is impossible to 
obtain an exact description of his symptoms; 
such a patient is often sullen, ill at ease, sus- 
picious, uncooperative and hostile. He may 
state that he is unable to work and refuse 
employment, yet be able to use his allegedly 
paralyzed extremity at certain times in pleas- 


urable pursuits. He may have a history of in- | 


capacitating injuries and usually has a poor 
employment record. The secondary gain from 
his illness is often readily apparent. Conscious 
simulation is in most instances a type of reac- 
tion found only in abnormal, usually psycho- 
pathic, persons. It is generally considered that 
a person with a normal personality would not 
stoop to deliberate simulation of symptoms. 
Since unconscious simulation is classified as 
conversion hysteria, and consequently is an 
illness, such post-traumatic neuroses are con- 
sidered compensable by most workmen’s com- 
pensation and insurance laws. 


Too often, especially among the nonmedi- 
cal population, and the legal profession in 
particular, malingering and hysteria are re- 
garded as synonymous terms. Although they 
are essentially different, in many instances 
the distinction between them cannot be made 
with the ease that the definitions imply. The 
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2 may closely resemble each other clinically, 
and both may exist in the same patient. There 
are no specific tests that may be used for dif- 
ferentiation. The procedures that rule out or- 
ganic disease do not permit differentiation 
between unconscious and conscious simula- 
tion. The examiner must constantly look for 
signs of dysfunction that do not fit into an 
organic pattern and must study the patient's 
personal, social and occupational history, as 
well as his personality before an opinion can 
be ventured as to whether the simulation is 
conscious or unconscious. In hysteria, the pa- 
tient’s goal is usually seemingly intangible, 
whereas in overt simulation this is generally 
tangible. In hysteria past episodes of emo- 
tional difficulties are common, and in simula- 
tion prior litigation, a poor employment rec- 
ord, aggressive behavior, and other indications 
of a psychopathic personality are typical. 
Those of us who see patients with compen- 
sation neuroses must ask ourselves, “What 
motivates them to simulate symptoms uncon- 
sciously?” This motivation may be extremely 
complex. On the surface this type of reaction 
is seen when the alleged injury is compen’ 
sable, when some other monetary gain is in- 
volved, when civilians attempt to evade the 
military draft, when military personnel wish 
a medical discharge or escape from hazardous 
duty, when persons attempt to evade legal re- 
sponsibilities or disagreeable duties, or when 
they attempt to gain sympathy or attention. 
Of course, we now believe that any person in 
whom a “compensation” neurosis develops 
under any of these circumstances must be 
emotionally predisposed, but what motivates 
development of a “compensation” neurosis in 
such a person at that particular time and 
under those particular circumstances? If de- 
tailed histories are obtained, it is often found 
that such a reaction represents retaliation for 
injured pride (wounded ego) by the employee 
against his employer, or his employer’s agent 
or medical representative. This sort of reac- 
tion often develops in the employee who be- 
lieves that he is not receiving proper recogni- 
tion from his employer, or that his injury, 
although minor, has not received sufficient 
consideration by his employer or is the result 
of negligence on the part of his employer or 
the latter’s agents. It is only by study of the 
unconscious motivation of such persons that 
methods can be evolved for prophylaxis 
against future development of similar cases in 
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any particular industry. This entails carefy] 
choice of personnel, safeguards against negli- 
gence, as well as constant vigilance by the 
employer or his agents to maintain such safe. 
guards, and the proper attitude of the first 
physician who examines the allegedly injured 
employee. This physician’s role is an extreme- 
ly important one that can be likened to that 
of the battalion surgeon who first sees psychi- 
atric war casualties on the front lines, since 
his original attitude toward the patient and 
his technic in handling the situation may 
mean the difference between return to effi- 
cient function or chronic invalidism of the 
one injured. 

Let me show you what I mean by a few 
examples. A middle-aged employee of a large 
utility company in a big city accidentally 
twisted his back while working, and com- 
plained of incapacitation out of all propor- 
tion to the degree of original injury and to 
the physical findings. It was learned that he 
had been employed by the company for a 
long time, and shortly before being injured 
had failed to receive a promotion which he 
believed he deserved because of seniority. 
This had made him secretly resentful toward 
the company, had affected his loyalty to it 
and had deeply wounded his pride, especially 
since the coveted job was given to a younger 
man. 

A young man hurt his back slightly while 
working for a construction company. He was 
admitted to a hospital where he was exam- 
ined by the surgical resident on duty. The 
industrial surgeon representing the construc- 
tion company visited the patient late that 
evening but neither examined him nor 
ordered any roentgenograms, telling the pa- 
tient that the injury was insignificant. How- 
ever, the patient did not get well, and symp- 
toms developed that were out of proportion 
to any that could be produced by the original 
injury or to the actual physical findings, 
which had disappeared when he was later ex- 
amined thoroughly because of his failure to 
improve. He wrathfully admitted that he be- 
lieved that on the day of his injury the indus- 
trial surgeon had failed to give him proper 
medical attention and the company was pay- 
ing their physician to give medical service 
and not to pay social calls on the injured 


personnel. 
An elderly man, who expected to retire in 
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a few years, worked as a clerk in the mail car 
of a railroad company. On several occasions 
he had complained to his superior of the haz- 
ardous way the mail bags were piled up in the 
car, since sudden stopping of the train could 
scatter them on top of the workmen but noth- 
ing was done to correct the situation. One 
day one of the mail bags (not a heavy one) 
fell on the back of his neck and shoulders. 
He complained of persistent symptoms and 
finally entered litigation against the railroad 
company. No physical basis could be found 
for his chronic medical complaints. When the 
patient was questioned, it was obvious that 
he considered his injury the direct result of 
negligence on the part of the company and 
also that he was resentful because his warn- 
ings had not been heeded. 

A young electrician, while working in the 
basement of a building under construction, 
noted that the plumbers were in the habit of 
standing large pipes in the corner behind 
him in the process of installing these pipes. 
He complained several times to them, point- 
ing out that the pipes might slip and hurt 
someone working near them but, according to 
him, they merely laughed at him. One day a 
pipe slipped and struck him on one side of 
the neck. Symptoms developed that were re- 
fractory to treatment and out of proportion 
to the injury actually received. He remem- 
bered, just after being hurt, being overcome 
with hostility toward the laughing plumbers 
who, according to him, did not even show 
him any sympathy after he was actually 
injured. 

A young woman made a wonderful recov- 
ery from a serious operation. She had received 
innumerable intravenous and intramuscular 
injections during her hospitalization. Accord- 
ing to her, one day the nurse gave her a peni- 
cillin injection rather abruptly and within a 
few minutes returned to give an injection of 
Demerol. The nurse gave the second injection 
in the right buttock in the same area where 
the first injection had been given shortly be- 
fore, without seeming to realize it, and again 
in an abrupt and hurried manner. Later, an- 
other nurse told the patient that the first 
nurse had been angry all day because of a 
minor quarrel among some of the nurses. Six 
months later, the patient still had a numb, 
burning, aching discomfort in the right but- 
tock which was refractory to treatment, in- 
cluding reassurance, although there was never 
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any objective evidence of injury to the right 
sciatic nerve. 

A 68 year old engineer of a gravel com- 
pany’s private railroad was seen in consulta- 
tion in Feb. 1957, complaining of backache, 
headache, insomnia, and general nervousness, 
which he attributed to an accident that had 
occurred a little more than 2 years before ad- 
mission. A mainline freight train allegedly 
“let cars get away from them” approximately 
one fourth of a mile from where the patient's 
train was standing on a spur, so that without 
warning, 9 steel gondolas rammed into the 

tient’s engine, throwing him out of the cab 
onto the ground. He actually sustained only 
bruises. In describing the accident, he pointed 
out that the mainline freight train was not 
supposed to let freight cars “go that way,” 
especially “with no lights on the rear car.” He 
stated that he was caught unawares “like a 
dream.” About two and one-half hours later 
he consulted the company physician, who 
allegedly told him “you’re shocked; your 
nerves are upset.” 

The patient's employer was on a trip to a 
distant state, when the accident occurred, and 
the patient, being a long-time employee, had 
been left in charge of operations. He said that 
because of this he continued to work, regard- 
less of how badly he felt, stating “I hurt, but 
I tried to cover it up.” (At this point, he in- 
terrupted his story for several minutes with 
weeping.) His employer returned approxi- 
mately 2 weeks after the accident, and alleged- 
ly told the patient, “You're different, you're 
rough, and you don’t handle the engine the 
same.” On the same night that this statement 
was made, the patient allegedly got a “bad 
backache” which caused him to stay home 3 
days. When he returned to work, and went to 
get his “punch-card,” he found a note on it 
from his employer, saying he wished to see the 
patient. Thereupon the employer, according 
to the patient, told him that he had decided 
to put him on a pension and put another man 
on his job. The patient stated that ever since 
then, he had been receiving $12.00 per week 
as pension, plus $30.00 from “the insurance 
company,” whereas previously he had been 
making about $550.00 per month. He would 
not admit that he had made any mistakes 
when running the engine after the accident, 
saying “My boss will fire a man one day, and 
then hire him again the next.” He had filed 
suit against the mainline railroad company, 


| 
- 
jo 
3 


blaming the accident for his “condition” 
(which could not be explained on a physical 
basis). He recalled, near the end of the inter- 
view, that the mainline freight train crew at 
first denied that they had “let loose the 9 gon- 
dola cars,” in spite of the fact that the train 
conductor had, at the time of the accident, 
allegedly come over and inspected the dam- 
age. In speaking of this, the patient’s final 
spontaneous comment was “cold-blooded, 
willful, to hurt me in the dark.” 


The common denominator of all these cases 
is evident. These examples have been con- 
densed for the sake of brevity but it must be 
pointed out that the emotional attitudes of 
employees are verbalized only if the employee 
is allowed to talk at great length in a sympa- 
thetic atmosphere during the diagnostic inter- 
view. At times the motivation for the neurosis 
does not involve the employer or his agent 
but is determined by a severe maladjustment 
in the patient’s domestic life, and the symp- 
toms seem to be a solution for this on an un- 
conscious basis or the symptoms may serve as 
gratification for the patient’s passive depend- 
ent needs. The term, “compensation” neu- 
rosis, is perhaps an unfortunate one, because 
too much emphasis is placed on the monetary 
gain, to the exclusion of other, more valid 
motivating factors whose understanding is es- 
sential for proper prevention and treatment 
of these unfortunate reactions. All of you have 
seen employees accept a pittance in monthly 
disability payments rather than accept a much 
more gainful job. Obviously, “dollars and 
cents” fail to explain this. The fact that cer- 
tain personality types are more prone to acci- 
dents than others is another related problem 
which will not be considered in this paper. 

I have an idea that an injury received from 
behind, by surprise, is more disastrous to the 
victim than a frontal one, in that it is more 
of a threat to the integrity of the ego, and 
consequently, potentially more conducive to 
development of a post-traumatic neurosis, 
whether compensation is involved or not. 
This idea is based on experience with several 
such patients. 

It is important to bear in mind that the 
patient with a “compensation” neurosis re- 
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members verbatim everything the nurses and 
physicians say about the injury, about the 
quality of medical care he has already ob- 
tained and about the ultimate outcome, 
Perhaps more important, he remembers the 
attitude of the physicians and nurses. An un- 
sympathetic attitude toward the patient, lack 
of thoroughness in the examination and un- 
fortunate or premature remarks in the pa- 
tient’s presence can be disastrous and pave the 
way for chronic invalidism that can end only 
in litigation. 

This condition has become an important 
problem in industrial medicine but it is really 
one for preventive medicine too. We can play 
a valuable role here by acting as consultants 
to industrial surgeons and by orienting them 
in such matters as the importance of psycho- 
logic motivations and what constitutes psycho- 
logic trauma so that specific errors can be 
avoided and the total problem better under- 
stood. 

The evaluation and settlement of compen- 
sation claims, even without litigation, have 
become a large industry that is time consum- 
ing and costly. Rehabilitation of these pa- 
tients would conserve manpower in industry 
but is difficult and frequently impossible, 
mainly because of nonmedical impasses. Too 
often the patient is badly handled psycholog- 
ically by the insurance adjuster, too often the 
patient’s attorney is really more interested in 
a substantial monetary settlement than in the 
patient’s rehabilitation, and too often the em- 
ployer is also not interested. This is exempli- 
fied by what an employer told a patient re- 
cently seen in consultation: “It’s up to the 
doctors to get you well or up to the insurance 
company to settle with you; I’ve paid my 
premiums; I don’t have an easier job for you; 
it’s either your old job (working on oil rigs) 
or none at all.” So, the responsibility is 
passed around and around while the patient 
becomes more anxious, insecure and finan- 
cially harassed, and more and more vindic- 
tive, slipping deeper and deeper into the rut 
of his neurosis. Perhaps somehow we shall 
have to play the principal role in elucidating 
this problem, with prevention as our first goal 
and cooperative rehabilitation as our second. 


Ist Che 


IMPORT. 
housing a 
: 
INSTRUC 
rooms if 
600 
ule 
| cancel th 
This will 
a vation 
Hotel 
DeSoro 
MAYFAIR 
Pick-MA 
STATLER- 
WARWIC! 
CONVE 
SOUTH 
911 Loc 
: 
2nd Che 
$rd Che 


-4 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association 
Saint Louis, Missouri 
October 31-November 3, 1960 


IMPORTANT: The Convention Reservation Bureau will make hotel assignments upon receipt of this official 
housing —— rovided that the application is properly filled out and all necessary information is given. 
In order that a fair distribution of accommodations can be made to the greatest number of members, all rooms will 
be assigned on a strictly “first come, first served” basis. 


INSTRUCTIONS: (A) Single rooms are limited in number. Please arrange to occupy double bedded or twin bed- 
rooms if possible. No block reservations will be made. ei 

(B) Be sure to indicate your arrival time in St. Louis. Reservations will be held only until 
600 p.m. of the day you indicate when you will arrive in St. Louis. Failure to notify the hotel of any last min- 
ule in your arrival time may result in the canceliation of your reservation. 

(C) Write the Convention Reservation Bureau, 911 Locust Street, St. Louis, if you wish to 
cancel the reservation or make any change in your reservation and NOT the hotel to which you were assigned. 
This will enable them to reassign rooms that have been cancelled. 

(D) If the hotels of your choice are unable to accept your reservation, the Convention Reser- 
wtion Bureau will make as good a reservation as possible elsewhere provided that all hotel rooms available have 
not already been taken. a 


2-Room Suite 
For two persons Parlor & 

Hotel For one person Double Bed Twin Beds 1 Bedroom 
$5.50-$ 8.00 $ 8.00-$10.00 $10.00-$14.00 $16.00-$18.00 
5.50- 8.50 7.00- 10.00 8.50- 12.00 17.50 
7.50- 13.00 9.00- 14.00 13.00- 13.50 20.50- 35.00 
650- 9.00 8.50- 11.50 10.00- 12.50 17.50- 27.00 
SHERATON-JEFFERSON ...............-.... 8.50- 11.00 12.00- 14.50 13.85- 18.00 28.00- 49.00 
8.00- 11.50 11.00- 14.50 13.00 -15.00 29.50- 36.50 


CONVENTION RESERVATION BUREAU 
SOUTHERN MEDICAL ASSOCIATION 
911 Locust Street, Room 406 
Saint Louis 1, Missouri 
Please reserve the following accommodations for the Southern Medical Association Meeting, October 31- 
November 3, 1960: 


Hotel Preference Kind of Accommodations Desired 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Reservations cannot be made in any hotel unless 
two names are given for each double bedded room or twin bedded room. If this information is not given on your 
original application, the Convention Reservation Bureau must send you a card asking that you submit two names. 
This means unnecessary delay and lessens the possibility of assignment to the hotel of your choice. 


Name of Occupant (s) Address 
(Please type or print) 


Individual Requesting Reservations a 
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['3!-Labelled Triolein in the 
Differential Diagnosis of Jaundice 


MARION D. HARGROVE, JR., M.D., BENNO JANSSEN, JR., M.D., and 
JULIAN M. RUFFIN, M.D.,f Durham, N. C. 


At times it may be difficult to decide whether jaundice is due to intrinsic disease of the 
liver or whether it may be due to pancreatic disease. The authors have shown 
that radioactive |'*! triolein may offer aid under such circumstances. 


Introduction 


MALABSORPTION OF FAT has been observed in 
a variety of diseases which are accompanied 
by jaundice. For illustration, steatorrhea has 
been demonstrated during the icteric phase of 
hepatitis..* While reports of the absorption 
of fat in cirrhosis have varied,'* recently, im- 
paired absorption was noted in 12 of 19 pa- 
tients as measured by I'*!-labelled triolein.* 
Steatorrhea has become an accepted finding 
in patients having pancreatic insufficiency,5.* 
especially if jaundice is present. 

The clinical observation that patients with 
carcinoma of the pancreas who were jaun- 
diced uniformly had marked malabsorption of 
fat, as measured by I'%1-labelled triolein, led 
us to wonder if this test might be of value in 
the differential diagnosis of jaundice. This 
study was undertaken to determine whether 
there was a significant difference in the blood 
levels of radioactivity following the ingestion 
of I'51-labelled triolein in patients with jaun- 
dice having intrinsic liver disease as compared 
with those whose jaundice was due to extra- 
hepatic obstruction. 


Materials and Methods 


The I'51-labelled triolein test was carried 
out by a method previously described,’ and 
the results reported as the average of the 
fourth, fifth, and sixth hour blood levels of 
radioactivity. Bilirubin was determined by 
the method of Malloy and Evelyn.® One hun- 
dred and twenty-seven patients having hepa: 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fifty-Third Annual Meeting, Atlanta, 
Ga., November 16- 19, 1959. 

+From the ne gg a of Medicine, Duke University Medi- 
cal Center, Durham, N. C. 

Supported in part by a grant from the USPHS. 


TABLE 1 


Cirrhosis 
Hepatitis 
Pancreatitis 
Carcinoma pancreas 51 


Total "127 


titis, cirrhosis, pancreatitis, and carcinoma of 
the pancreas were studied (Table 1). Of these, 
51 had bilirubin values of 4 mg. per 100 cc. 
or greater and constitute the basis of this re- 
port (Table 2). The diagnosis of cirrhosis was 
established by biopsy or postmortem exami- 
nation in 20 patients and by a typical clinical 
picture in five. Hepatitis was proven by biopsy 
in 9 patients and in 9 others the diagnosis was 
accepted clinically. Chronic relapsing pancre- 
atitis was established by operation or the 
usual clinical picture, and carcinoma of the 


pancreas was proven in every case by opera- 
tion. 


Results 


The relationship of bilirubin to blood 
levels of radioactivity in patients with hepa- 
titis is shown in figure 1. It should be noted 
that in only one case was there an average 
value of less than 4%, and none had less than 
3 per cent. Figure 2 shows similar results in 
cirrhosis, with only 2 cases falling between 3 
and 4 per cent. The results in 33 cases of 


TABLE 2 
PATIENTS WITH BILIRUBIN GREATER THAN 4 MG. 
PER 100 CC. 


Cirrhosis 12 
Hepatitis 16 
Pancreatitis 2 
Carcinoma pancreas 21 

Total 51 
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RADIOISOTOPE BLOOD LEVELS % 
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chronic relapsing pancreatitis are presented 
in figure 3 which shows a wide variation of 
blood levels. Only 2 patients had a bilirubin 
greater than 4 mg. per 100 cc., and their 
absorption of fat was markedly impaired as 
reflected by the test. The cases of carcinoma 
of the pancreas are illustrated in figure 4. It 
should be noted that most of these patients 
with bilirubin greater than 4 mg. per 100 cc. 
had blood levels of less than 3% and none 
greater than 4 per cent. On the contrary, in 


FIG. 2 
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FIG. 3 . 


Site 


CHRONIC RELAPSING PANCREATITIS 
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the absence of jaundice, or with a bilirubin 
value of less than 4 mg. per 100 cc., the blood 
levels of radioactivity varied widely, from 2 to 
15 per cent. A composite of all 51 patients 
studied with bilirubin greater than 4 mg. per 
100 cc. at the time of triolein study is given 
in figure 5. The striking finding is the con- 
sistently low blood levels (less than 3%) 
which occurred only in cases of pancreatic 
disease, in contrast to normal or moderately 
decreased levels which were observed only in 
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FIG. 5 


CIRRHOSIS, @ HEPATITIS, © PANCREATITIS, 
& CARCINOMA OF PANCREAS 
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parenchymatous disease of the liver. There is 
a narrow zone of overlap (between 3 and 4%) 
in which 6 cases having either intrinsic liver 
disease or disease of the pancreas fall. 


Case Reports 


The efficacy of the test may be best demon- 
strated by the following illustrative cases: 


W. L. (E62275), a 42 year old colored man with a 
long history of alcoholism, entered the hospital be- 
cause of jaundice of 3 months duration. He had noted 
weakness, anorexia, recent pruritus and, for 2 days, 
abdominal pain. Examination revealed deep icterus, a 
liver edge 4 cm. below the right costal margin, a right 
upper quadrant mass, and ascites. The serum bili- 
rubin was 27.7 mg. per 100 cc., prothrombin concen- 
tration was 15%, alkaline phosphatase 1.4 Bodansky 
units, thymol turbidity 1.0 units, and thymol floccula- 
tion 0. At this time the diagnosis was cirrhosis of the 
liver. However, the average hourly blood levels were 
2.0%, and therefore exploratory laparotomy was ad- 
vised which revealed carcinoma of the head of the 
pancreas. 


The converse is shown in the following 
case: 

L. P. (A306), a 59 year old colored man, entered the 
hospital because of weakness and fatigue of 2 months 
duration. For 3 weeks there had been pruritus and 
jaundice, light, foamy, bulky, foul-smelling stools, and 
vague abdominal soreness. There had been nausea 
without vomiting and a 9 pound weight loss. Examina- 
tion revealed moderate jaundice and a liver edge 
palpable 4 cm. below the right costal margin. The 
admission diagnosis was carcinoma cf the head of the 
pancreas. 


The serum bilirubin was 16.1 mg. per 100 cc. (12.2 
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direct), alkaline phosphatase 0.9 Bodansky units, thy- 
mol turbidity 0.5 units, thymol flocculation 0, choles- 
terol 362 mg., serum albumin 4.0 Gm., and globulin 
3.9 Gm. per 100 cc. The attending physician's diagnosis 
was still carcinoma of the head of the pancreas. 


However, the average hourly blood levels were , 


16.1%, and exploratory laparotomy was advised 
against. Needle biopsy of the liver revealed hepatitis 
with intrahepatic cholestasis. The patient made an 
uneventful recovery under conservative therapy. 


Discussion 

While most jaundiced patients can be diag- 
nosed accurately as to etiology, by the clinical 
pictyre and intelligent evaluation of labora- 
tory data, there is a considerable number of 
patients in whom this is difficult or im- 
possible. This is especially true in distinguish- 
ing between carcinoma of the pancreas and 
hepatitis with intrahepatic cholestasis. The 
data presented here would indicate that the 
triolein absorption test is distinctly valuable 
in such cases. 

Marked impairment of absorption, as re- 
flected by average hourly blood levels of 
radioactivity of less than 3%, was invariably 
associated with disease of the pancreas. Nor- 
mal or moderately low blood levels of radio- 
activity were seen only in patients with intra- 
hepatic disease provided the bilirubin was 
greater than 4 mg. per 100 cc. When jaundice 
was minimal with bilirubin of less than 4 mg. 
per 100 cc., regardless of cause, the results of 
the test were so variable as to be of little 
assistance in diagnosis. 

Unfortunately, we have been unable to 
study a patient with a verified common duct 
stone, or bile duct obstruction without pan- 
creatic disease. Therefore, we cannot say 
whether or not this test would be helpful in 
distinguishing between the various causes of 
jaundice occurring in extrahepatic obstruc- 
tion. 

In our hands this test has proved useful, but 
certainly it should not be regarded as the an- 
swer to the problem presented by patients 
having jaundice, nor should it replace any of 
the standard tests currently used. 


Summary 
1. The I'*!-labelled triolein test has been 
found helpful in distinguishing between jaun- 
dice due to intrinsic liver disease and that due 
to disease of the pancreas. 
2. It should not replace the standard tests 
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currently used in the differential diagnosis of 
jaundice. 
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Discussion (Abstract) 


Dr. John T. Sessions, Jr., Chapel Hill, N. C. Dr. 
Hargrove’s data have demonstrated beautifully the 
usefulness of methods developed by Dr. Ruffin’s group 
at Duke in the differential diagnosis of jaundice. My 
comments therefore will not be criticisms, but rather 
will consist of further possible interpretations of the 
data and questions raised by the paper. 


Profound malabsorption of triolein appeared abrupt- 
ly in the patients presented when pancreatic disease 
was associated with serum bilirubin values excecding 
4 mg. per 100 cc. This observation might be inter- 
preted to mean that when bilirubin excretion was im- 
paired to this degree, fat absorption suffered from the 
absence of bile salts and acids. However, the failure of 
ligation of the common bile duct to produce a statis- 
tically detectable defect in fat absorption in the dog, 
influences me to prefer another explanation. That is, 
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when disease of the pancreas was sufficiently extensive 
to cause profound obstruction of the bile duct, it 
might also block rather completely passage of pancre- 
atic lipase into the gut. If this interpretation is cor- 
rect one would expect common duct stones to produce 
a variable picture of malabsorption depending on 
whether the obstruction was high in the duct and 
hence interfered only with the flow of bile or at the 
ampulla of Vater, and thus capable of obstructing flow 
of pancreatic enzymes as well. 

Questions: 


1. What is your explanation for severe malabsorp- 
tion noted in two patients with cirrhosis and one with 
hepatitis? Was there associated disease of the pancreas 
or small bowel? 

2. Would it not be desirable to measure the intesti- 
nal absorption of xylose or 1131-labelled oleic acid be- 
fore assuming either pancreatic or liver disease is re- 
sponsible for intestinal malabsorption? 


3. For hospitals such as our own, which rely on 
measurements of fecal excretion of 1131-labelled trio- 
lein as a reflection of absorption, could you tell us 
what the critical point might be above which severe 
malabsorption would probably indicate the presence 
of pancreatic disease? 


Dr. Hargrove (Closing). We are unable to explain 
completely the low results (3 to 4%) in 3 patients 
with intrahepatic disease. However, one of these pa- 
tients had acute hemorrhagic pancreatitis at autopsy, 
and all 3 had marked ascites. This has been shown to 
produce malabsorption in cases of congestive heart 
failure, presumably on the basis of intestinal edema. 
(Berkowitz, Donald, Sklaroff, David, Woldow, Asher, 
Jacobs, A. Gerson and Likoff, William: Blood Absorp- 
tive Patterns of Isotopically-Labelled Fat and Fatty 
Acid, 50:247-256, February 1959.) 

None of our patients had d-xylose absorption stud- 
ies, but many of the pancreatic cases had 1131-labelled 
oleic acid tests showing normal or nearly normal 
values, which we have reported previously. Certainly 
before assuming this is “intestinal malabsorption” we 
would want to do these tests. However, we merely wish 
to point out the usefulness of the I131-labelled triolein 
test in clinical practice. 

Unfortunately, our data are incomplete with respect 
to fecal values and at this time we cannot give a defi- 
nite point above or below which one could distinguish 
intrahepatic from extrahepatic cause of jaundice. 
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Obstruction of the Small Bowel © 
Due to Carcinoma of the 


Ascending Colon 


HARRY B. GREENBERG, M.D.,t New Orleans, La. 


THE APPEARANCE Of fluid levels and distended 
loops of small bowel as a result of carci- 
nomatous obstruction of the ascending colon 
is an uncommon occurrence.:? The lumen 
of the right colon is larger than on the left, 
the intestinal content is more liquid, and 
carcinomas in this region tend to be ulcerative 
growths on the wall rather than encircling the 
lumen of the bowel as is often true with 
tumors of the rectum and sigmoid. 

Obstruction, while considerably more fre- 
quent on the left, occurs in constricting 
carcinoma of the right colon, and when the 
tumor obstructs the iliocecal valve. When 
this does occur there is danger of perforation 
of the cecum in spite of attempts at intestinal 
decompression.®:4 

Lesions of the right colon are missed by 
upper gastrointestinal surveys and are out of 
reach of the sigmoidoscope. Examination by 
barium enema, usually diagnostic in these 
cases, may be deferred because of the presence 
of a lesion in the stomach or duodenum, or 
by the findings of diverticulitis or other in- 
flammatory disease of the colon which might 
account for symptoms. 

Symptoms of carcinoma of the colon appear 
early and in an age group which frequently 
suffers from diverticulitis, a diagnosis which 
may hinder further investigation until the 
carcinoma produces obstructive or metastatic 
symptoms.5 

Common symptoms of carcinoma of the 


+From a Department of Medicine, Touro Infirmary, New 


right colon include persistent abdominal dis- 
comfort, pain in the lower abdomen, weak- 
ness or lethargy, anemia, change in bowel 
habit, vomiting, anorexia, weight loss, indi- 
gestion, and the presence of a mass often 
noted by the patient.*.7 Muir,’ reporting a 
series of 714 cases of colon cancer, states that 
the average duration of symptoms prior to 
hospitalization was five and one-half months. 
Acute or chronic obstruction was present in 9 
cases (8.2%) of carcinoma of the right colon 
on admission to the hospital. 

Writing in 1956, Swinton,® reports cancer 
of the colon and rectum to be responsible for 
30,000 deaths yearly in the United States, 
constituting the third principle cause of death 
due to cancer. 


The following case is reported because of 
the lapse of time between the onset of 
symptoms and the development of obstruction 
of the small bowel resulting from a con- 
stricting carcinoma of the transverse colon. 
Furthermore, it emphasizes the importance 
of examination by barium enema in the 
evaluation of abdominal pain or discomfort. 


Case Report 


L. K., a 42 year old white man, a thin muscular 
former seaman, was admitted to the hospital on June 
10, 1959, with a complaint of lower abdominal pain. 

He stated that about 6 months before he had ex- 
perienced a loss of appetite and a feeling of abdominal 
discomfort and distention. He consulted a physician 
who performed a proctoscopic examination and had an 
upper gastrointestinal survey made. An antispasmodic 
drug and a bland diet were prescribed. 

Symptoms of abdominal discomfort, anorexia and 
some weight loss continued. A change in bowel habit 
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occurred consisting of alternating periods of consti- 
pation, requiring a laxative to secure a bowel move- 
ment, and days when there would be several soft 
stools. Seven days before admission the patient began 
to suffer from intermittent, dull, cramping pain 
radiating across the lower abdomen. This pain was 
accompanied by a desire to defecate. Three days be- 
fore admission he took a laxative. Shortly after there 
was a severe colicky pain radiating across the lower 
abdomen. This intermittent pain persisted, and a 
day later the patient vomited after eating. 

The pain increased in severity and frequency. It 
was not relieved by paregoric. On the morning of 
admission the pain was continuous, with exacerbations 
of cramping pain in the right lower quadrant of the 
abdomen. The last bowel movement was 2 days prior 
to admission. 

On admission to the hospital, physical examination 
revealed tenderness to light palpation in the right 
lower quadrant of the abdomen; no rigidity or re- 
bound tenderness was elicited. There was generalized 
abdominal distention. 

During the examination a soft rounded mass about 
5 by 5 cm. in diameter appeared in the right lower 
quadrant of the abdomen. The mass was not tender 
and partially disappeared on pressure. Its appear- 
ance was accompanied by severe pain. This mass 
composed of distended cecum, disappeared completely 
and the pain greatly diminished. The patient stated 
that he had noticed the appearance of an egg-shaped 


FIG. 1 


Plain film in recumbent position. 


Plain film in erect position. 


mass in the lower abdomen several times during the 
past week, its appearance coinciding with cramping 
pain and-its disappearance with diminution of pain. 

Rectal examination revealed soft nonbloody feces. 
The heart and lungs were negative. Temperature was 
99°F. Complete blood count was: Hgb. 12.3 Gm. 
PCV. 40%, total WBC 5,824, with neutrophils 
73% and lymphocytes 27%. The BUN. was 18 mg. 
and blood glucose was 96 mg. per 100 cc. 

Scout roentgenograms of the abdomen revealed 
fluid levels and distended loops cf small intestine 
(Figs. 1 and 2). No distention of the colon was noted. A 
diagnosis of acute obstruction of the small bowel was 
made. 

At operation a constricting adenocarcinoma of the 
transverse colon, 2.5 cm. from the cecum, was resected. 
There was no evidence of metastasis to regional lymph 
nodes nor the liver. The operation was done in 2 
stages. First an end-to-end iliotransverse colostomy 
which was followed in 2 weeks by a right colectomy. 


Summary 


A case of obstruction of the small intestine 
resulting from a carcinomatous growth in the 
ascending colon is described. Cancer of the 
colon is a frequent cause of vague abdominal 
symptoms and may be overlooked if barium 
enema surveys are not done. 
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This is the first in a series of articles on the general subject, Know Your Southern Medical Association, which 
will be published monthly for the next few months. They are being presented with the hope that members and 
friends will become better acquainted with the objectives, the activities, and the accomplishments of the South- 


ern Medical Association. 


Its Organization and Early History 


The Southern Medical Association, like the 
sturdy oak, from a little acorn grew. But this 
was no ordinary acorn. Its embryo contained 
the elements of need, vision and opportunity 
embodied in a previously existing organiza- 
tion known as the Tri-State Medical Asso- 
ciation composed of two hundred physicians 
in Alabama, Georgia and Tennessee. 


Representatives of the Tri-State group, 
along with representatives from Florida, 
Louisiana and Mississippi met in Chatta- 
nooga on October 2, 1906, in response to an 
invitation from the President of the Tennes- 
see State Medical Association. The invita- 
tional letter stated that the members of the 
Nashville Academy of Medicine felt that 
“there was a growing feeling among doctors 
of the southern group of states that a South- 
ern Medical Association should be organized.” 


These representatives, most of whom were 
presidents of their state medical associations, 
adopted a resolution for presentation to the 
Tri-State Medical Association, stating among 
other reasons, that ‘‘a greater opportunity for 
self-improvement and achievement re- 
quired by the progressive and cultured phy- 
sicians of this district (the South) than is af- 
forded them by the state societies, and which, 
on account of its large membership, is denied 
them in the American Medical Association.” 
The resolution, presented the next day, 
(October 3) called for the merging of the 
Tri-State Medical Association into this larger 
body thereby becoming the nucleus of the 
proposed Southern Medical Association. 

Anticipating favorable action on the reso- 
lution, a committee on constitution and by- 
laws was appointed with instructions to have 
a tentative draft ready to present to the Tri- 
State society the next day! Working all night, 
the committee drafted a proposed constitution 
calling for the formation of a voluntary, in- 


dependent organization of physicians which 
would eventually embrace all of the sixteen 
southern states and the District of Columbia. 
It further called for the Tri-State Medical 
Association to “thaw and resolve themselves 
into dew- to die- in order that the Southern 
Medical Association might be born.” 

In an atmosphere charged with emotion, 
the resolution and the tentative draft of the 
first constitution were debated as the first 
order of business of the Tri-State group. 
There were empassioned pleas “on behalf of 
the young physicians of the southern states 
for a wider field to engage our talents,” as 
well as for “a stimulus, an incentive to spur 
us on to worthy deeds, to more intensive 
study, to greater accomplishments in the field 
of medicine and surgery.” Naturally, the fine 
record of the Tri-State society was ardently 
defended, citing the loyalty and accomplish- 
ments of its members. 

But the arguments for greater opportunities 
for scientific improvement and for a wider 
fellowship among physicians triumphed. The 
founder of the Tri-State Association, under- 
standably loathe to see his own brain-child 
die, and having pledged to fight any move 
to that effect, was so impressed with the “pleas 
of these ambitious young doctors for a chance 
to try their wings over all Dixie Land” that 
he moved the adoption of the resolution and 
the tentative Constitution and By-Laws “with- 
out changing one jot or one tittle.” Sur 
prisingly, the motion carried unanimously 
and thus the Southern Medical Association 
was born. 


Immediately, a nominating committee was 
appointed with instructions “to report 
promptly,” a slate of officers was elected, and 
the first meeting of the infant organization 
was set for the first Tuesday in October, 1907, 
in Birmingham. 
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The meeting was held on the appointed 
date with a scientific assembly composed of 
three Sections: Medicine, Surgery and 
Ophthalmology. The Medical Record of 
Shreveport was named the official organ of 
publication and thus began the growth and 
development of the Southern Medical Asso- 
ciation. 

The Association, now embracing sixteen 
southern states and the District of Columbia, 
has 14,000 members and holds an annual 
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The Postgraduate Seminar in Arthritis and Related 
Diseases will be held June 11 and 12, 1960, at the 
Diplomat Hotel, Hollywood-By-The-Sea, Florida (ad- 
jacent to Miami Beach). Emphasis will be placed on 
diagnosis and management of the more common rheu- 
matic disorders. This course is acceptable for 8 hours 
of Category I credit by the American Academy of 
General Practice. Tuition is $15.00 payable in advance. 
Make checks payable to Treasurer, Florida Chapter, 
Arthritis and Rheumatism Foundation, 1206 Hunting- 
ton Medical Building, Miami 32, Florida. 

The Eighth Congress of the Pan-Pacific Surgical 
Association will be held in Honolulu, Hawaii, Septem- 
ber 27 through October 5, 1960. An outstanding scien- 
tific program by leading surgeons promises to be of 
interest to all doctors. Ten surgical specialty sections 
are held simultaneously. Further information and 
brochures may be obtained by writing to Dr. F. J. 
Pinkerton, Director General of the Pan-Pacific Surgical 
Association, Suite 230, Alexander Young Building, 
Honolulu 13, Hawaii. 


The American College of 46th Annual 
Clinical Congress will be held October 10-14, 1960, in 
San Francisco, California. For information write to 
Dr. William E. Adams, , American College of 
Surgeons, 40 East Erie Street, Chicago 11, Illinois. 


ALABAMA 


Dr. Ferdinand Schwartz, Birmingham, is a member 
of the Executive Board of the American Institute of 
Ultrasonics in Medicine. 

Dr. W. D. Anderson, Tuscaloosa, has been named 
President of the American Cancer Society, Alabama 
Division, Inc., to succeed Dr. John Day Peake, Mobile. 
Dr. Joe Donald, Birmingham, is Second Vice-Presi- 
dent. Directors include Dr. C. W. Neville, Birming- 
ham; Dr. Houston Cole, Jacksonville; Dr. J. P. Chap- 
man, Selma; Dr. D. G. Dill, Montgomery; Dr. T. 
Brannon Hubbard, Sr., Montgomery; Dr. J. O. Mor- 
re. Gadsden; and Dr. Howard Skipper, Birming- 


Dr. James S. Callahan, Birmingham, is a Diplomate 
of the American Board of Surgery. 
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meeting in the larger cities of the South which 
draws an attendance of 4,000 to 6,000. It 
presents a Scientific Assembly composed of 
twenty Sections along with general sessions 
and symposia on what's new in medicine. The 
Association also owns and publishes its own 
journal, the Southern Medical Journal, with 
15,000 copies being mailed monthly all over 
the United States and to forty-two foreign 
countries including the USSR. 


V. O. F. 


Dr. William Crittendon, Birmingham, has been re- 
elected to the Boys Club Board of Directors. 

Dr. William H. Brakefield, Birmingham, is a new 
member of the Jefferson County Medical Society. 

Dr. Donald B. Sweeney, Birmingham, was elected 
without opposition to his second 5 year term as a 
member of the Jefferson County Medical Society 
Board of Censors and thus to the County Board of 
Health. 


Several Birmingham doctors have been elected to 
offices in the Jefferson County Chapter of the Ala- 
bama Academy of General Practice. Dr. M. Clifford 
Holcomb is President; Dr. Arthur Carson, President- 
Elect; Dr. John E. Kent, Vice-President; Dr. J. M. 
Burnett, Secretary-Treasurer; and Dr. Leroy Holt, 
Associate Secretary-Treasurer. Dr. John Rose is Rep- 
resentative of the State Board of Directors. 

Dr. Albert B. Stephens, Jr., Birmingham, is a new 
member of the Jefferson County Medical Society. 

Dr. J. M. Burnett, Birmingham, and Dr. W. C. 
Browne, Vincent, have been appointed to the Ameri- 
can Academy of General Practice Convention Com- 
mittee which will be responsible for over-all planning 
for the 1961 Annual Scientific Assembly of the Ala- 
bama Academy of General Practice. 

Dr. Thomas F. Paine, Chairman of the Microbiology 
Department at the University of Alabama Medical 
Center, has become a member of the Infectious Dis- 
eases and Tropical Medicine Training Grant Commit- 
tee of the National Institute of Allergy and Infectious 
Diseases. 

Recent academic promotions have elevated in rank 
24 members of the University of Alabama Medical 
College and School of Dentistry faculties. The names 
of those promoted, by department, and their new 
positions are: Basic Science: Anatomy—Dr. Henry H. 
Hoffman, Assistant Professor. Pharmacology—Dr. 
Roger W. Hanson, Assistant Professor. Physiology— 
Dr. L. L. Langley, Professor; and Dr. Leon H. Schneyer, 
Professor. Dental: Dr. Charles A. McCallum, Jr., Pro- 
fessor; Dr. A. E. Thomas, Professor; Dr. Lincoln 
Manson-Hing, Associate Professor; and Dr. Charlotte 
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Schneyer, Associate Professor. Medical: Medicine— 
Dr. Charles E. Butterworth, Jr., Assistant Professor; 
Dr. James A. Pittman, Jr., Assistant Professor; Dr. 
William B. Jones, Assistant Professor; and Dr. H. Duke 
Thomas, Assistant Professor. Obstetrics and Gyne- 
cology—Dr. Eugene H. Howe, Assistant Professor. 
Ophthalmology—Dr. Stephen Kelly, Assistant Profes- 
sor. Pediatrics—Dr. Sarah F. Davis, Professor. Psy- 
chiatry—Dr. Frank J. Nuckols, Assistant Professor. 
Radiology—Dr. Edgar Branyon, Associate Professor; 
and Dr. Alvaro Ronderos, Assistant Professor. Surgery 
—Dr. Samuel Upchurch, Associate Professor and Chief 
of Maxillofacial and Plastic Surgery; Dr. T. Brannon 
Hubbard, Jr., Associate Professor; Dr. Stanley Graham, 
Associate Professor; Dr. Francis Marzoni, Associate 
Professor; Dr. Paul P. Salter, Jr., Associate Professor; 
and Dr. Donald Sweeney, Associate Professor. 

The University of Alabama Medical School an- 
nounces that four doctors have joined the voluntary 
staff of the Department of Surgery with the rank of 
Instructor. These Instructors include Drs. Bluitt 
Landers, Lamar M. C. Smith, Jr., William Chambers 
Waller, and Douglas H. Wingo. 


DISTRICT OF COLUMBIA 


Dr. Leroy E. Burney, Surgeon General of the Public 
Health Service, has been elected First Vice-President 
of the Association of Military Surgeons. Dr. William 
S. Middleton, Medical Director of the Veterans Ad- 
ministration, is Fifth Vice-President. 

Dr. Maurice Protas has been elected Chairman of 
the House of Delegates of the American Diabetes As- 
sociation. 

Dr. Victor H. Esch has been appointed by the Dis- 
trict Commissioners to the Board of Police and Fire 
Surgeons, and Dr. Samuel L. Bullock has been ap- 
pointed as an associate member of the Board. 

Dr. Alfred R. Greenfield has been elected to Fellow- 
ship in the Academy of Psychosomatic Medicine. 

Drs. Donald W. Ingham and Roger S. Cohen have 
been named Associate Members of the Board of Vet- 
erans Appeals by Presidential appointment. 

Dr. Robert J. Coffey, Professor of Surgery at George- 
town University School of Medicine, has been elected 
to the Board of Governors of the American College 
of Surgeons for a 3 year term. 

Dr. Henry A. Monat has been re-elected to the 
Board of Governors of the American College of Gas- 
troenterology. 

Dr. John D. Porterfield III, has been chosen Presi- 
dent-Elect of the American College of Preventive 
Medicine. 

Dr. Sara E. Branham was chosen 1959 Medical 
Woman of the Year by Branch One, Washington, 
D. C., of the American Medical Women’s Association. 

The Medical Society of the District of Columbia has 
elected the following officers: Dr. Donald Stubbs, 
President-Elect; Dr. Theodore J. Abernethy, First Vice- 
President; Dr. Petrena Abbe Shea, Second Vice-Presi- 
dent; Dr. W. LeRoy Dunn, Member of the Executive 
Board for a 4 year term; Dr. Edward W. Nicklas, 
Member of the Board of Credentials for a 3 year term; 
Dr. Ralph M. Caulk, Delegate to the American Medi- 
cal Association for a 2 year term; and Dr. Karl C. 


MARCH 1969 
Corley, Alternate Delegate to the AMA for a 2 year 
term. 


FLORIDA 

Dr. Lawrence C. Manni, Tallahassee, has been ap. 
pointed Director of the State Tuberculosis Board. 

Three St. Petersburg doctors have been elected to 
offices by the city’s Emmett Kelly Tent, Circus Saints 
and Sinners of America. Dr. N. Worth Gable is Presi. 
dent, Dr. Paul F. Wallace is a member of the Board 
of Directors and Dr. Clyde O. Anderson is a Trustee, 

Dr. William R. Stinger, Tallahassee, has been 
elected President of the Florida Academy of Preven. 
tive Medicine. 


Three Fort Myers doctors have been chosen as offi- 
cers of the Lee-Hendry County Medical Society. Dr, 
George D. Hopkins is President; Dr. Wilson A. Rum- 
berger, Vice-President; and Dr. Leland K. Glenn, Sec. 
retary-Treasurer. 

New members of the Florida Medical Association 
are: Dr. Fred W. Bencker, Lake Worth; Dr. John B. 
Brinson, Jr., Madison; Dr. Trave L. Brown, Jr, 
Holmes Beach; Dr. Carl J. Brunoehler, Winter Park; 
Drs. Virgil C. Daniels, Jr., and Lyle A. Newton, both 
of St. Petersburg; Drs. Harry B. Dean and Leonard I 
Lesser, both of Miami; Dr. Clayton L. Fein, Miami 
Beach; Dr. Lancelot G. G. Glasson, South Miami; Dr, 
James G. Makol, North Miami Beach; Dr. Dolph V. 
Galloway, Daytona Beach; Dr. Curtis C. Johnson, Del- 
ray Beach; Dr. John R. Mahoney, Fort Lauderdale; 
and Drs. Robert H. Gervais, John C. O'Dell, Jr, 
James D. Moran, and C. Sumner Quimby, all of 
Bradenton. 

Officers of the Dade County Medical Association in- 
clude Dr. Franklin J. Evans, Coral Gables, President; 
Dr. W. L. Fitzgerald, Coral Gables, President-Elect; 
Dr. Richard C. Clay, Miami, Vice-President; Dr, 
DeWitt C. Daughtry, Secretary; and Dr. Paul S. Jarrett, 
Miami, Treasurer. 

One of ten Outstanding Young Men of 1959 is Dr. 
Harry Prystowsky, Head Professor of Obstetrics and 
Gynecology at the University of Florida. This award 
was made by the U. S. Junior Chamber of Commerce. 

Dr. Paul Wallace, St. Petersburg, was elected Presi- 
dent of the American Association for Automotive 
Medicine. 


Dr. Charles M. Gray, Tampa, has been elected 
Chairman of the Board of Directors of the Radiological 
Society of North America. 

Dr. Stanley D. Rosenthal, Miami, has been certified 
by the American Board of Pediatrics. 


GEORGIA 


Dr. Jack C. Norris, Atlanta, Second Vice-President 
of the Southern Medical Association, is the recipient 
of the Aven Citizenship Award for 1959. This award 
is given each year by Dr. and Mrs. Carl C. Aven and 
the Fulton County Medical Society to the physician 
who has contributed most greatly to civic and com- 
munity affairs. The Aven Award was established in 
1954 and Dr. Norris is the fifth physician to receive 
this distinguished honor. Dr. Norris is a member of 
numerous medical organizations including the College 


Continued on page 384 
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THE GENERAL PRACTITIONER 
AND PSYCHIATRY 


Constantly the physician in practice 
is seeking to develop his skills in all phases of 
medicine so he may give to his patients the 
best possible care. With the high percentage 
of patients who suffer from psychosomatic ill- 
ness or frankly emotional disorders, it is nat- 
ural that he is seeking more knowledge of 
psychiatric principles and technics. The psy- 
chiatrist finds himself overwhelmed by de- 
mands for psychiatric services and looks to- 
ward the general practitioner for more help 
in caring for the vast number of men, women 
and children whose needs are so great. There- 
fore it is natural that physicians in both fields 
are making a concerted effort to find practical 
ways of being of greater help to each other. 

So great is the need for more trained psy- 
chiatrists and so great is the interest of other 
physicians in psychiatric disorders that the 
National Institute of Mental Health has de- 
veloped an active program of aid. Thus, it 
provides sizable grants to be used by medical 
schools and other training institutions as 
stipends for well-qualified physicians to ob- 
tain full residency training in psychiatry. 
This, of course, serves to increase the number 
of practicing psychiatrists. It has long been 
evident, however, that the number of individ- 
uals needing medical help for emotional or 
mental ills is greater than can ever be served 
by psychiatrists alone, even with a marked 
increase in the rate of training new psy- 
chiatrists. 

The Association for Advancement of Gen- 
eral Practice and The American Psychiatric 
Association are working together on the na- 
tional level seeking practical methods by 
which the physician in general practice can 
learn more about the treatment of milder 
psychiatric disorders and the recognition, re- 
ferral, and follow-up care of more serious psy- 
chiatric illness. Also under discussion by the 
cooperating committees of these two national 
organizations has been the potential role of 
the general practitioner in preventive mental 
health. The skillful family doctor can help a 
family work through situations or attitudes 
that would lead to emotional illness of family 


members. The industrial physician can help 
in a plant to avoid practices productive of un- 
necessary tensions. 

Medical schools are increasing the propor- 
tion of the curriculum devoted to teaching 
a basic understanding of personality struc- 
ture and development, relationships between 
psyche and soma, and the more technical 
aspects of psychiatry. It is the physicians 
whose curricula did not include enough of 
these things who are asking for practical post- 
graduate instruction. 

These questions are being asked on the 
local level throughout the country. What does 
the nonpsychiatric physician most need to 
know about emotional illness? How best can 
the busy general practitioner learn these 
things? How best can the busy psychiatrist 
help him learn them? One southern psychia- 
trist for a number of years has met regularly 
with a small number of physicians for group 
discussions. A state hospital is indoctrinating 
family doctors in follow-up care of discharged 
patients, particularly those requiring con- 
tinued medication. Groups are forming for 
brief postgraduate courses or for seminars. 
With such ferment going on, with many com- 
munities trying varied programs, we shall 
learn more about what knowledge is most 
needed and what methods are most effective. 

Perhaps more important than content or 
method of instruction is the attitude of 
greater closeness between the nonpsychiatrist 
and psychiatrist. Certainly more important is 
the attitude of wanting better to understand 
and better to serve the patient. 


On October 8 and 9, 1959, the Southern 
Regional Education Board sponsored a Con- 
ference on the Training of Physicians in Psy- 
chiatric Principles. In an address there, Dr. 
Leo Bartemeier, Chairman of the Council on 
Mental Health of the American Medical As- 
sociation, spoke memorably of the therapeutic 
value of the doctor’s concern or love for the 
patient. He referred the group to a talk by 
Dr. Francis W. Peabody before the students 
of the Harvard Medical School entitled “The 
Care of the Patient,” printed in the Journal 
of the American Medical Association, March 
19, 1929. Dr. Peabody told the students, “One 


| 1960 
esident 
cipient 
award 
and 
ysician 
| com- 
hed in 
receive 
ber of 
College 
379 


380 SOUTHERN MEDICAL JOURNAL 


of the essential qualities of the clinician is in- 
terest in humanity, for the secret of the care 
of the patient is in caring for the patient.” 

Upon looking up this reference in a medi- 
cal school library it was gratifying to see from 
the fingermarked pages that this article had 
been read many times. 

SULLIVAN G. BEDELL, M.D. 


TETANY DUE TO LACK 
OF MAGNESIUM 


That deprivation of magnesium leads to 
tetany and convulsions was demonstrated in 
certain experimental animals some decades 
ago. Also, spontaneous deficiency in mag- 
nesium in cattle has been recognized as a 
cause of tetany and has been described in 
the veterinary literature. 


In spite of this knowledge of tetany asso- 
ciated with a deficiency in mammals, such 
clinical manifestations have not been recog- 
nized in man nor has it been possible to 
produce such changes by single dietary re- 
striction of magnesium in normal human 
beings. (It is said that the magnesium content 
of the human body totals 25 Gm. and that 
it is only second to potassium in quantity as 
an intracellular cation.) In recent years at- 
tention has been directed to a decrease of the 
concentration of magnesium in a number of 
disease states in the human, but it has clearly 
been impossible to relate these states to the 
deficiency in magnesium per se. 

Now it has been shown by investigators at 
Harvard Medical School? that human mag- 
nesium deficiency can in fact result in tetany 
which simulates that due to calcium deficiency 
but is unrelated to the latter. 


By the multichannel flame spectrometer 
these investigators have been able to make 
analytical studies of electrolytes and among 
these, studies in magnesium. They have de- 
termined the concentrations of serum mag- 
nesium in normal persons and have es- 
tablished consistent and acceptable limits to 
these values. 


Then they had the opportunity to study 
1. Vallee, Bert L., Wacker, Warren E. C., and Ulmer, 
Syndrome in 


D.: The Magnesium- Tetany 
Man, New England J. Med. 262:155, 1960. 
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magnesium levels in 5 patients (3 men and 
2 women) who had magnesium-deficiency 
tetany which could be reversed by injections 
of magnesium sulfate. All 5 had suffered 
from severe malnutrition due to chronic 
alcoholism or intestinal malabsorption. When 
first seen with the tetany all had spontaneous 
carpopedal spasm or positive Chvostek or 
Trousseau signs. Three had generalized con- 
vulsions. Athetoid movements of the ex- 
tremities were recorded in 4 _ patients, 
Increased muscular irritability was obvious 
in response to stimuli,—noises, movements of 
the bed and the like. The patients were in 
lucid to semicomatose states. In all 5 the 
serum magnesium values were from 0.6 to 
1.33 milliequivalents per liter (normal 1.75 
to 2.49 mEq./L.). All other biochemical 
values for the blood were normal, including 
calcium. Intramuscular injections of mag- 
nesium sulfate raised the serum levels of the 
magnesium ions to normal, and with com- 
plete abatement of the clinical manifestations 
of deficiency. 

The authors point out that tetany is a 
syndrome which may be due to one of a 
variety of causes among which may be 
hypocalcemia and now lowered levels of mag- 
nesium. Calcium and magnesium both affect 
conduction in nerves, transmission at the 
myoneural junction and _ contraction of 
muscle. They state that deficiencies of both 
these ions “lower the excitatory thresholds 
of the presynaptic nerve and of the muscle 
membrane.” However, whereas a _ low 
concentration of ium increases the 
liberation of acetylcholine, low calcium con- 
centration decreases the liberation of acetyl- 
choline. The difference in effect is related 
to enzymatic activity. 

Though in the past magnesium deficiency 
was thought to play a part in delirium tremens 
this was never substantiated. The present 
authors have disproved this conjecture by the 
study of one patient in particular whose mag- 
nesium deficiency was corrected but who in 
spite of this developed delirium tremens. 

Thus, under the proper circumstances of 
malnutrition the syndrome of tetany may be 
due to the lack of adequate levels of 


magnesium. 


i 
=) 
> 
3} 
wer 
\ 
12 


iency Tom Douglas Spies, M.D. 


: President-elect, Southern Medical Association 


s of Physician, scientist, humanitarian — died February 28, 1960. Honored 
throughout the world for his contributions to medical science, he will be 
remembered no less for his indomitable spirit and love for his fellow man. 


In perpetuation of his memory, many of 
his friends and admirers are making In 
Memoriam gifts to the Building Fund of 
the Southern Medical Association. 
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The Etiology of “Alcoholic” Polyneuritis.* 

“Since Lettsom first described ‘alcoholic’ poly- 
neuritis, in 1787, a direct neurotoxic effect of alcohol 
has been considered to be the causative agent. Six 
years ago, however, Shattuck suggested that this disease 
was ‘caused chiefly by failure to take or to assimilate 
food containing sufficient quantity of vitamin B’ and 
‘might be properly regarded as beriberi.’ . . . Minot, 
Strauss and Cobb have discussed the subject, pointing 
out the clinical and pathologic similarities between the 
polyneuritis associated with alcoholism and that of 
beriberi, and noting the fact that over one-fourth of 
their 57 patients with undoubted ‘alcoholic’ poly- 
neuritis also had pellagra, a disease which is now 

y believed to be the result of dietary deficiency. 
histories of 43 of their patients showed that 
41 of these individuals had partaken of grossly inade- 
quate diets for prolonged periods of time. Twenty- 
one patients had gastric anacidity and 15 had gastric 
hypoacidity, which states might well have interfered 
with the proper assimilation of nutriment from the 
intestinal tract. While these facts undoubtedly 
add to the concept that ‘alcoholic’ polyneuritis is the 
result of dietary deficiency, they fail to prove the 
case against a direct neurotoxic effect of alcohol upon 
peripheral nerves... . 

“. . . If alcohol has a direct neurotoxic effect on 
peripheral nerves in the amounts consumed by the in- 
dividuals who develop polyneuritis, then this condition 
should become progressively worse if the use of alcohol 
in similar amounts is continued. Certainly no amelio- 
ration of the polyneuritis should be expected in pa- 
tients who continue the excessive use of alcohol. 

“Procedure. Ten patients with ‘alcoholic’ poly- 
neuritis not complicated by severe febrile infections or 
decubitus were selected for study. Data concerning 
these individuals are summarized in Table 1. By care- 
ful questioning, the usual daily intake of spirituous 
liquors was determined in each case. Such an amount 
of pure blended whisky (from 1 pint to 1 quart) was 
then administered daily to each patient throughout 
the period of study. At the same time each patient 
was placed upon a dietary regimen. . . . Eighteen grams 
of Vegex, or 30 Harris yeast-vitamin tablets, or 90 Gm. 
of dried brewers’ yeast were administered daily by 
mouth; 10 cc. of solution liver extract, Lilly (N.N.R.) 
were injected intramuscularly daily in each patient. 

“From evidence in the literature, it appears that 
neural changes may result from dietary deficiencies 
other than a lack of vitamin B,... . 

“It is apparent from the above that ingestion of 
alcohol had no demonstrable neurotoxic effect on 
peripheral nerves when given in amounts up to a 
quart a day, in patients who were partaking of an 
adequate diet and receiving injections of liver extract 
and vitamin B concentrates. Nevertheless, it remains 
theoretically possible that even smaller quantities of 


*Strauss, Maurice B.: The of “Alcoholic” Poly- 
neuritis, Am. J. Med. Sc. 189:878, 1985. 


alcohol so administered as to raise the blood alcohol 
to a high concentration might cause damage to the 
peripheral nerves. It is a matter of commonplace ob- 
‘servation that a pint of whisky ingested at one time on 
an empty stomach will produce cerebral effects far in 
excess of those caused by twice that quantity of alcohol 
ingested in frequent small amounts over a period of 
many hours... . 


“Summary and Conclusions. Ten patients suffering 
from ‘alcoholic’ polyneuritis were allowed to continue 
their customary daily intake of spirituous liquor on 
condition that they consumed a well-balanced, high 
vitamin diet supplemented with yeast or its products. 
They were further given vitamin B concentrates and 
liver extract by parenteral injection in order to obviate 
any possible disturbance in absorption present in the 
patients or resulting from their use of alcohol. Im- 
provement in the polyneuritis occurred in every 
instance. 

“The conclusion is drawn that ‘alcoholic’ poly- 
neuritis does not result primarily from a direct 
neurotoxic effect of alcohol, but is probably the result 
of a dietary deficiency, possibly conditioned in some 
cases by disturbed gastro-intestinal function. ‘Alco- 
holic’ polyneuritis may be regarded as similar to the 
polyneuritis of beriberi and treated accordingly.” 
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International Textbook of Allergy 


Edited by J. M. Jamar, M.D., Lecturer at the Uni- 

versity of Louvain, Denmark. 623 pages. Springfield, 

Ill.: Charles C. Thomas, Publisher, 1959. Price $17.50. 

This book consists of a series of chapters, each an 
essay by an author of international repute. Of necessity 
there is some over-lapping, but the latter has been 
minimal. Each chapter, likewise, is somewhat indi- 
vidualistic, but Dr. Jamar has done a splendid job 
of editing. Almost every subject is covered, although 
not of necessity, in proportion to the subject's clinical 
importance. The volume can not be used as a hand- 
book for practice, but is a worthy attempt to sum- 
marize the present ideas and literature. Each chapter 
has an adequate list of references if one wishes to go 
back to the original papers. This textbook can be 


recommended to anyone interested in the allergic re- 
actions of human beings. Certainly every allergist who 
has not been able to keep up with the literature will 
find this book required reading. The first three chap- 
ters entitled, “Anaphylaxis,” by M. Rocha E. Silva, 
J. Lecomte’s treatment of, “The Physiopathological 
Role of Histamine in Man,” and H. Sherwood Law- 
rence’s treatise on, “Allergy and Immunity,” are worth 
the rather high price of the volume, to say nothing 
of the interesting essays of Berthold Stokvis on the 
“Psychosomatic Aspects in Allergic Diseases,” and 
Donald K. Briggs and Marc Verstraete on, “Allergy 
and Hematology.” 

The book is well-printed, in a very readable type, 
and should be a welcome addition to the library of 
every internist at least. 
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Metals and Engineering in Bone and Joint Surgery 


By Charles O. Bechtol, M.D., Professor of Ortho- 
pedic Surgery and Chairman of Orthopedic Division, 
University of California, Los Angeles; Albert Barnett 
Ferguson, Jr., M.D., Silver Professor of Orthopedic 


and Chairman of Orthopedic Department, - 


University of Pittsburgh; and Patrick Gowans Laing, 
M.B., Assistant Professor of Surgery, 
University of Pittsburgh. 173 pages. Baltimore: 
The Williams & Wilkins Company, 1959. Price $8.00. 
Here, at last, is a book written by three practicing 
orthopedic surgeons who have reduced the compli- 
cated language of metallurgy to a readable form for 
the practicing orthopedist who is constantly faced 
with the decision of finding the best available metallic 
implant to satisfy the physiologic stresses which will 
be brought to bear on it once it is placed in the 
skeletal system. There is an excellent short chapter 
concerning the historical use of metals in the human 
body followed by a chapter on behaviour of metal 
with particular reference to corrosion processes and 
a third chapter on available metal. There are many 
excellent points regarding the technical aspects of 
manufacture, the protection of the proposed implant 
by appropriate packaging, sterilization technics and the 
mechanical handling of the implant at the time of 
operation. All of these points should be known to 
all orthopedic surgeons and they are very lucidly 
portrayed in this book. The authors have summarized 
a large volume of experimental work regarding the 
use of metallic implants, experiments both in animals 
and in the engineering laboratory. This reviewer 
most heartily recommends the reading of this book 
by all orthopedic surgeons. 


Swire’s Handbook for the Assistant Nurse 


Edited and revised by Ruby Thora Farnol, Examiner 
to the General Nursing Council of England and 
Wales. 331 pages. Baltimore: The Williams & Wil- 
kins Company, 1959. Price $4.00. 


This book is a well-organized, ex condensed 
collection of factual material, directly and straightfor- 
wardly presented. The Assistant Nurse of Great Britain 
is somewhat comparable to our L.P.N. 


This book would not be suited to the environmental 
structure of hospitals in the United States, nor to our 
administrative structure of personnel; in fact it could 
be very confusing to our auxiliary The ter- 
minology is different and the equipment used is dif- 
ferent. An example of a great difference is the method 
of bathing a patient because of the lack of central 
heating in the British Hospitals. A rubber sheet is a 
makinaw, a carriage is a trolley. The methods of waste 
disposal are quite different due to differences in 
plumbing. A common factor however is the basic 
concern for the comfort of the patient. 


Clinical Dermatology for Students and Practitioners 


By Harry M. Robinson, Jr., Professor of Derma- 
tology and Head of the Division of Dermatology; 
and Raymond C. V. Robinson, M.D., Associate Pro- 
fessor of , both of the University of 
Maryland School of Medicine. 228 pages. Baltimore: 


The Williams & Wilkins Company, 1959. Price $8.50. 


The authors have divided this text into two main 
parts. The first part deals with general consideration 
and includes anatomy, physiology, histopathology, my- 
cology, allergy and therapy. The second portion which 
is the largest is called morphologic dermatology. This, 
as the name implies, divides dermatoses into macular, 
papular, vesicular groups, etc., and describes them 
briefly. 


This is a very readable book, the information is 
brief and concise. It is obviously not intended as a 
comprehensive text but for medical students and prac- 
titioners. The illustrations are black and white; they 
are excellent and numerous. Charts are used abundant- 
ly to emphasize differential diagnosis within morpho- 
logic groups. This volume is highly recommended to 
the practitioner who wishes to have a readily available 
and authoritative guide. 


Diagnostic Anatomy 


By Weston D. Gardner, M.D., Associate Professor of 
Anatomy, Marquette University School of Medicine, 
Milwaukee, Wis. 360 St. Louis: The C. V. 
Mosby Company, 1958. Price $10.00. 

This book represents an interesting approach to the 
application of anatomy to clinical problems. The ma- 
terial presented in this volume can, of course, be found 
in textbooks on anatomy, in clinical texts and in books 
on physical diagnosis. The author has correlated these 
various facets of medical knowledge for practical ap- 
plication. 

For the student, the house officer, and the physi- 
cian this volume offers a ready reference for the 
review of facts of anatomy as they are related to both 
diagnosis and clinical manipulations of one sort or 
another. 


If there is any criticism to be raised relative to this 
book, it would be the suggestion that it contains too 
few illustrations. To be sure anatomic illustrations 
may be found in medical texts, but so too is much of 
the information detailed in this reference book. Much 
would be gained by a more liberal use of diagrams 
or illustrations to point up the anatomic relationships 
to the various clinical activities to which this book 
is directed. 


X-ray and Radium in Dermatology 


By Bernard A. Wansker, M.D. 105 pages. Springfield, 

Ill.: Charles C. Thomas, Publisher, 1959. Price $5.00. 

As the author states in the introduction, the book is 
an outgrowth of notes assembled while preparing for 
the examinations of the American Board of Derma- 
tology. The purpose of this monograph is to present 
the essentials of roentgenology as it applies to the 
treatment of skin disorders. 

The author has accomplished his purpose excellently 
and the book should be very valuable for anyone 
interested in the therapy of ionizing radiation for skin 
disorders. The material presented includes technics, 
sources of radiation and treatment. Grenz ray, cathode 
ray and contact therapy are covered. 
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of Pathologists, American College of Physicians, the 
New York Academy of Sciences, American Medical 
Association, International College of Internal Medi- 
cine, and is an Honored Alumnus of the Medical Col- 
lege of South Carolina. He is a Past President of the 
Fulton County Medical Society. 

Dr. Lee Howard, Jr., Savannah, will serve as Chair- 
man for the Mayor’s advisory committee on health 
careers for the year. 

Dr. Henry C. Johnson, Atlanta, has been named 
Radiologist of Morgan Memorial Hospital. 

Dr. A. L. Morris, Fairburn, has been chosen as a 
Director of the Georgia Academy of General Practice. 

Officers of the Third District Medical Society in- 
clude Dr. Frank Wilson, Leslie, President; Dr. Robert 
H. Vaughan, Columbus, President-Elect; and Dr. 
Robert Collins, Americus, Treasurer. 


KENTUCKY 


Dr. R. Arnold Griswold, Louisville, and Dr. Cole- 
man C. Johnston, Lexington, were re-elected to 3 year 
terms as Governors for Kentucky of the American Col- 
lege of Surgeons. 

New members of the Kentucky State Medical Asso- 
ciation are: Drs. Carroll C. Brooks, Steve C. Cuff, and 
Nicholas Z. Kafoglis, all of Bowling Green; Dr. Bacon 
R. Moore III, Harrodsburg; Dr. Donald H. Mosley, 
Lyndon; Dr. George E. Walker, Middlesboro; and Dr. 
Edwin T. Davis, Paducah. 

Dr. Katherine Dodd, Louisville, has been named as 
one of 11 “1959 Medical Women of the Year” by the 
American Medical Women’s Association. 

Dr. Thomas M. Marshall, Louisville, was elected 
President of the Congress of Neurological Surgeons. 

Dr. N. L. Bosworth, Lexington, has been reappointed 
to a 3 year term as the Kentucky State Medical Asso- 
ciation member of the State Advisory Committee of the 
Practical Nurse Training Program of Kentucky. 


LOUISIANA 


Dr. Jack Wickstrom, Professor of Orthopedics at the 
Tulane School of Medicine, has been chosen a mem- 
ber of the American Association for Surgery of 
Trauma. 

Dr. James H. Allen, Professor and Chairman of the 
Department of Ophthalmology at the Tulane School 
of Medicine, was elected Third Vice-President of the 
American Academy of Ophthalmology and Otolaryn- 
gology. 

Dr. W. Randolph Page, Instructor of Neurosurgery 
at the Tulane School of Medicine, has become a Fel- 
low of the American College of Surgeons. 


MARYLAND 


The annual meeting of the Medical and Chirurgical 
Faculty of the State of Maryland will be held April 
20 and 21, 1960, at the Alcazar in Baltimore. Scientific 
and technical exhibits will be presented. 

Colonel Adam J. Rapalski, MC, USA, has been 
named as Commanding Officer of the Army’s En- 
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vironmental Health Laboratory, Army Chemica} 
Center, Edgewood. 

New members of the American Society of Anesthesi- 
ologists include: Drs. Thomas J. DeKornfeld, Thomas 
D. Graff, and Benjamin B. Lee, all of Baltimore; and 
Dr. John G, Lyons, Annapolis. 

Dr. Sidney Scherlis, Baltimore, is the new President 
of the Heart Association of Maryland. 

Dr. Wilson N. Wing has been named to head the 
Western District, Baltimore City Health Department, 


MISSOURI 


Officers of the St. Louis Medical Society include 
Dr. Paul F. Max, President; Dr. Don C. Weir, Presi- 
dent-Elect; Dr. Leo J. Hartnett, Vice-President; Dr, 
Charles S. Sherwin, Secretary; Drs. Roy V. Boedeker, 
John J. Hammond, James M. Macnish, Richard W. 
Yore, and Charles O. Metz, Councilors. 


Dr. Ross Melgaard, Kansas City, has been elected a 
Director of the American Association for Automotive 
Medicine. 

Staff officers for Children’s Mercy Hospital in Kansas 
City are Dr. John H. Mayer, Jr., President; Dr. C. Y. 
Thomas, Jr., Vice-President; and Dr. David F. Eubank, 
Secretary-Treasurer. 


Dr. J. O. Boley is the new President of the Kansas 
City Society of Pathologists. Other officers include Dr, 
Clarence Weber, Vice-President; and Dr. Irwin Joffee, 
Secretary-Treasurer. 


NORTH CAROLINA 


Dr. George D. Wilson, Southern Medical Association 
Councilor from North Carolina, is scheduled to appear 
on the program at the Pan American Medical Asso- 
ciation meeting May 2-11, in Mexico City. 

New members of the Medical Society of the State 
of North Carolina are Dr. Octavius B. Bonner, Jr, 
Chapel Hill, and Dr. Conway H. Ficklen, Wilmington. 


Dr. Frank Barnes, Smithfield, has been elected a 
Director of the American Association for Automotive 


Medicine. 
OKLAHOMA 


Dr. W. Kelly West, Oklahoma City, a Past President 
of the Southern Medical Association, has received 
several honors recently. A Resolution of Appreciation 
by the Oklahoma City Chamber of Commerce named 
Dr. West as the “father of orthopedic surgery in Okla- 
homa,” and cited his roles in the founding of the 
School of Physical Therapy at the Medical Center and 
the securing of the Veterans Administration Hospital 
for his city, along with many other civic and profes- 
sional services. The Resolution also named him a Life 
Member of the Chamber’s Board of Directors—the 
second time a physician has been so honored. Dr. 
West has also been presented a “forty year” service 
pin by the University of Oklahoma Medical Center. 


SOUTH CAROLINA 


Three South Carolina pediatricians have been ac- 
cepted as Fellows of the American Academy of Pedi- 
atrics: Drs. Walter L. Ector and Jack W. Rhodes, both 
of Charleston; and Dr. Charles A. James, Columbia. 


Continued on page 78 
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ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or. in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 

ALDACTONE acts by blocking the effect of alde- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
amercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 
It is fully expected that Aldactone will change 


present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 


can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


CONGESTIVE HEART FAILURE - 
THE NEPHROTIC SYNDROME - 


a greater or lesser state of edematous invalidism 


The first specific aldosterone-blocking agent... 


ALDACTONE 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


HEPATIC CIRRHOSIS 
IDIOPATHIC EDEMA 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 
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Chicago 80, Illinois 
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IN ANGINA PECTORIS AND 
CORONARY INSUFFICIENCY 


... the treatment must go further 
than vasodilation alone. It should also 
control the patient's ever-present 
anxiety about his condition, since 
anxiety itself may bring on 

further attacks. 


... it is frequently not enough to 
boost blood flow through arterial 
offshoots and establish new circulation. 
The disabling fear and anxiety that 
invariably accompany the condition 
must be reduced, or the patient 

may become a chronic invalid. 


Protects your coronary patient 


better than vasodilation alone 


Unless the coronary patient’s ever-present anxiety 


about his condition can be controlled, it can easily induce 


an anginal attack or, in cases of myocardial 
infarction, considerably delay recovery. 


This is why Miltrate gives better protection for the heart 
than vasodilation alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. Miltrate contains 
not only PETN (pentaerythritol tetranitrate), acknowledged as 
basic therapy for long-acting vasodilation. What is 

more important — Miltrate provides Miltown, a tranquilizer 
of proven effectiveness in relieving anxieties, fear and 
day-to-day tension in over 600 clinical studies. 


Thus, your patient’s cardiac reserve is protected against his fear 
and concern about his condition...and his operative arteries 
are dilated to enhance myocardial blood supply. 


Miltown® (meprobamate) + PETN 


WALLACE LABORATORIES / New Brunswick, N. J. 


: Bottles of 50 tablets. 
Each tablet contains 200 mg. 
Miltown and 10 mg. penta- 
erythritol tetranitrate. 
Dosage: | or 2 tablets q.id. 
before meals and at bedtime, 
according to individual require- 
ments. 
REFERENCES 
1. Ellis, L. B. et al.: Circulation 
17:945, May 1958. 2. Friedlander, 
H. S.: Am. J. Cardiol. 1:395, 
Mar. 1958.8. Riseman, J.E.F.: New 
England J. Med. 261:1017, Nov. 
12, 1959. 4. Russek, H. I. et alz 
Circulation 12:169, Aug. 1955. 
6. Russek, H. I.: Am. J. Cardiol. 
3:547, April 1959. 6. Tortora, 
A. R.: Delaware M. J. 30:298, 
Oct. 1958. 7. Waldman, S. and 
Pelner, L.: Am. Pract. & Digest 
Treat. 8:1075, July 1957. 
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Reports in hundreds 
of leading journals and 
scores of standard textbooks 
reflect the position of Gantrisin as drug 
of choice in urinary and other bacterial infections. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc Nutley 10 N. J. 
GANTRISIN®—brand of sulfisoxazole _ ROCHE® 
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hydroxyzine pamoate 


Mspels tension... 
Maintains tranquility 


When tension and anxiety “drive him to drink,” the problem 
drinker often finds that VISTARIL, by maintaining tranquility, 
restores perspective and helps him accept counsel more readily. 


VISTARIL has demonstrated a wide margin of safety even in large - 
doses (300-400 mg. daily) over prolonged periods. Clinical stud- 
ies of alcoholism have shown that VISTARIL produces no signifi- 
cant depression of blood pressure, pulse rate, or respiration in 
chronic drinkers. 


Capsules — 25, 50, and 100 mg. Parenteral Solution (as the HCl) — 
25 mg. per cc., 10 cc. vials and 2 cc, Steraject® Cartridges; 50 mg. 
per cc., 2 cc. ampules. 


Eiifessional literature available on i 
request from the Medical Department, ° 
Stet Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, New York C7 i=e7) Science for the world’s well-being 
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AMPLUS 
IMPROVED 


(D-AMPHETAMINE + ATARAX® -++ VITAMINS AND MINERALS) 


(AND SHE’S LOSING NOTHING BUT WEIGHT) 


e She’s not losing her ambition to reduce. (Thanks to 
d-amphetamine’s proven anorectic action. ) 

e She’s not losing her composure. (The tranquilizer, 
Atarax, calms diet-induced anxiety and jitters.) 

e She’s not losing essential vitamins and minerals. 
(AMPLUS IMPROVED supplies them.) 


MAKE THE ONE FOR GOOD MEASURE AMPLUS IMPROVED } 
One capsule half-hour before each meal. Bottles of 100 
soft, soluble capsules, this actual size. -Pre- 
scription only. 


é 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


2 
* 
VOLU 
i 
: 
Nite 
ag 
. 
i 
3 


VOLUME 53 SOUTHERN MEDICAL JOURNAL 


NATURAL 


INDICATIONS: Bidrolar 
is the therapy of choice 
in individuals past 40 
since it strikes at the 
most common cause of 
constipation, namely 
biliary deficiency. 

It is highly effective in 
managing constipation 
of atonic, dietary and 
psychogenic type; safely 
used in pregnancy, ano- 
rectal surgery and ca- 
thartic habituation. 


DOSAGE: 1 tablet 1 or 2 times daily for mild 
constipation. 2 tablets b.i.d. or t.i.d. for severe 
constipation (until bowel movements are normal). 
To be taken with a full glass of water. 


FORMULA: Each tablet contains: Dioctyl Sodium 
Sulfosuccinate 40 mg., Ox Bile Extract 60 mg. 


SUPPLIED: In bottles of 30 and 100. 


STOOL SOFTENER 


Bidrolar provides an efficient stool softener 
that keeps feces soft for easy evacuation; and 
ox bile, a natural stimulant of peristaltic activ- 
ity without adverse effects or irritation of the 
intestinal mucosa. Ox Bile has long been recog- 
nized as a natural laxative that is neither 
irritating nor habit forming. It is similar in com- — 
position to natural bile. It contains all the bile 
salts—and in conjugated form—the form which 
is most effective. Ox bile stimulates the liver to 
increase free flow of natural bile thus pro- 
moting natural hydration of the stool. 
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SAMPLES AND LITERATURE ON REQUEST 


FORREST compPany:93 CROSBY STREET, NEW YORK 12, N.Y. 
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QUADRINAL 


© bronchodilator and expectorant 


QUADRINAL 


© bronchial asthma 


QUADRINAL 


© pulmonary emphysema 


QUADRINAL 


© other chronic respiratory 
disease with bronchospasm 
and wheezing 
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QUADRINAL toblets (7-%/, grs. each) 
botties of 100, 500, and 1000. 


Quodrinal, Phyllicin®, E. Bithuber, Inc. 


MARCH 1960 


fights, 
Prompt — Long-lasting — Economical ssily chev 
ring the 
FORMULA: ELECTAV 
Ephedrine gts. ( 24 mg) 
Phenobarbital . . . 3/84grs.( 24mg) 
« « « Sages. (0.3 Gu) 
DOSAGE: The usual dose of QUADRINAL is 1 tablet 
every three or four hours during the day 
and, if needed, another tablet upon retiring 
for relief during the night. HECTABLE, ( 
For children, ¥/ tablet three times a day, 
Now available 


QUADRINAL Suspension 
(each teaspoonful = 12 tablet) 


QUADRINAL is available on prescription only. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
Orange, New Jersey 


TOLU-SED 
FOR EFFECTIVE COUGH RELIEF 


TOLU-SED contains the 
following active ingredi- 
ents per fluid ounce in @ 
palatable vehicle with 
10% alcohol. Since it con- 
tains no sugar, it may be 
taken safely by diabetics 
and persons on restricted 
diets. 


COMPOSITION 


Dihydrocodeinone Bitartrate 
1/6 gr. ( 10 mg.) 
Chlorpheniramine Maleate 
1/10 gr. ( 6 mg.) 
Ephedrine Sulfate 
1-1/3 gr. ( 80 mgd 
Lobelia 7-1/2 gr. (500 mg.) 
Potassium Guaiacolsulfonate 
4 gr. (250 mg.) 
Antimony Potassium Tartrate 
1/8 gr.( 8 mg. 
Tolu Balsam 3 gr. (190 mg.) 


In pint and gallon bottles. 


First Texas Chemical Mig. Co. 


Pharmaceuticals since 1901 


Dallas Atlanta 
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o fights, no battles now at vitamin time because children love to chew DELECTAVITES. These delectable, 
ssily chewable chocolate nuggets supply all éssential vitamins as well as minerals so necessary 
ring the years of growth. As soon as children can chew, they can do directly from vitamin drops to 
FLECTAVITES. And now you can be sure your little patients will continue to take their vitamins. 


Jelectavites 


HECTABLE, CHEWABLE, CHOCOLATE-LIKE VITAMIN NUGGETS | WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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whenever there is inflammation, 
swelling, pain 


VARIDASE 


STREPTOKINASE-STREPTODORNASE LEOERLE 


BU ) / 


conditions for a 
fast comeback... 


as in acute 
hemorrhoids... 


SUNDAY, 9 A.M.: VARIDASE for painful 
thrombotic hemorrhoid. 2:30 P.M.: pain 
greatly reduced, less swelling and 
inflammation. 

MONDAY: size down to small tab; acute 
inflammation disappeared.* 


VaRIDASE activates natural fibrinolytic factors, 
to limit undesirable inflammatory response 
and speed healing. 

Dramatic reduction of pain is often the first 
sign of improvement; swelling and redness 
rapidly diminish. Drugs and natural 
regenerative factors readily penetrate the 
inflammatory barrier to effect total remission 
faster ...in trauma or infection. 

VaripasE Buccal Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 
Supplied: Boxes of 24 and 100 tablets 
*Peterman, R. A.: Clinical report cited with permission. 
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LEDERLE LABORATORIES, 
a Division of American Cyanamid Company, Pear! River, W. ¥. 
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DISTINGUISHED SERVICE AWARD 


“The Distinguished Service Award of the Association may be awarded annually to any 
member of the Association in recognition of outstanding contributions to the advange. 
ment of medical science. Any member of the Association shall be eligible to receive the 
award and nominations may be made by any member of the Association.” 


This award was established in 1955 and has been bestowed upon four outstanding Asso. 
ciation members. 


RESEARCH MEDAL 


“The Research Medal may be awarded from time to time to a member of the Ago. 
ciation for meritorious and original research work provided the member has made con- 
tributions of sufficient importance to merit this distinction; the Council to provide fora 
proper committee to evaluate research work and report to the Council.” 


This award was established in 1912 and has been awarded a total of sixteen times, the last 
award being made at the Miami Beach meeting in 1957. 


SEALE HARRIS MEDAL 


“The Seale Harris Medal may be awarded to some member of the Association as recog- 
nition for important research accomplishment in the broad field of metabolism, endocti- 
nology, nutrition, or for research which contributes to a better understanding of the 
chemical changes occurring in disease.” 


This award, established at the New Orleans meeting in 1958, was awarded for the first 
time at the Atlanta meeting in 1959. 


METHOD OF SELECTION OF RECIPIENT 


e Any member of the Association in good standing is eligible for nomination as 
a recipient of awards. 


e Any member in good standing of the Association may nominate a recipient for awards. 


e@ The nominations for the recipient are evaluated by an unpublicized committee which selects 
three of the nominees annually and submits their names to the Council of the Southern Medical 
Association. 


e The Council elects annually one of the three submitted by the Committee on Special Awards a 
the recipient. 


@ The election by the Council is held during the Annual Meeting of the Association and the win- 
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ner is publicly presented to the Association during the last general session of the membership at 
a given annual meeting. 


MECHANICS 


Certain rules and regulations governing mechanics for nomination for awards are pro- 
vided in the Constitution. Official forms are available from the headquarters office of 
the Association upon which nominations shall be made. Any member of the Association 
desiring to place a fellow physician member in nomination may secure official forms 
from the headquarters office. Forms provide for: 


e Biographical information on the nominee, including a recent photograph 
e Medical education and training of the nominee 


e A professional history, including private practice, specialty training, contributions 
to medical literature, teaching affiliations, staff connections, etc. 


e A detailed description of a specific or general contribution or accomplishment of the 
nominee to the advancement of medical science or any of its phases upon 
which the nomination is to be based 


e Substantiating evidence of merit, including printed materials, publications, articles, 
other citations, etc. 


The completed forms (and no nomination can be processed without the completion of 
all proper forms) may be mailed to the Executive Secretary of the Association, 2601 
Highland Avenue, Birmingham 5, Alabama, or mailed direct to the First Vice-President. 
The Committee on Special Awards will submit the names of not more than three nomi- 
nees for each award to the Council during its first session at a given annual meeting and 
the election of the recipient by the Council shall be held at its first session. 


The elected recipients will be notified of their election and shall receive the award at 
the last general session of the Association. 


For further information, please write: 


SOUTHERN MEDICAL ASSOCIATION 
2601 Highland Avenue 


Birmingham 5, Alabama 
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For Dependable Relief of 


Skeletal Muscle Spasm... 
Two Tablets Per Day 


ADVANTAGES 

e Mobility is restored quickly and 
associated pain relieved by prompt 
relaxation of muscle spasm. 


e Prolonged action and potency pro- 
vide round-the-clock benefits—in- 
cluding uninterrupted sleep. 


e Impairment of general muscle 
tonus has not been reported when 
the recommended standard dos- 
age is followed. 


INDICATED IN ALL TYPES OF ACUTE MUSCLE SPASM 

following sprains, strains, whiplash STANDARD DOSAGE Only one tablet 

injuries, intervertebral disc syndrone, b.i.d. for all adults regardless of age, 

chronic osteoarthritis, etc. weight, or sex. Simple dosage assures 
maximum patient cooperation. 


N orflex for prompt, safe 


spasmolytic action 


*Trademark U. S. Patent No. 2,567,351 
Other patents pending (Rites) 
Northridge, California 
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snatcher" 


Once you prescribe 


PARAFON 


(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 


Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 

Each ParAFON tablet contains: 

PARAFLEX® Chlorzoxazonet 

The low-dosage skeletal muscle relaxant 

TYLENOL® Acetaminophen 

The superior analgesic in musculoskeletal pain 

Dosage: Two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON 


with Prednisolone 


Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chlorzoxazonet 125 mg., TyLENOL® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. 

Dosage: One or two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, buff colored, bottles of 36. 
- Precautions: The precautions and contraindications that apply 
to all steroids should be kept in mind when prescribing 
PARAFON WITH PREDNISOLONE. 


“electrical lineman +U.S. Patent Pending 


McNEIL | 


McNeil Laboratories, Inc « Philadelphia 32, Pa. _—asmss 
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faster healing 


anorectal surgery 


when your standing 
orders specify 


TUCKS 


soft cotton flannel pads saturated with witch hazel 
(50%) and glycerine (10%), pH about 4.6 


Postsurgical patients appreciate the extra comfort, 


the “extra attention” of TUCKS: 
®@ Soothing and astringent @& Hemostatic 


@ Prevents false union of raw 
surfaces 


@ Not greasy 


® Allows free drainage 
@ Almost no risk of 


@ Always handy, sensitizing 


time and expense of speci 


preparations. @ Easily kert in place 


Please send me a sample supply of TUCKS. 
M.D. 


Address 
City. Zone State 


FULLER PHARMACEUTICAL COMPANY 


3108 W. Lake Street 
Minneapolis 16, Minnesota 19 
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sight and 
sound warning 

of impending 

trouble during 


CAR DIAG 
MONITOR 


Thecompact yet functionally 
designed TC-20 TELECOR 
used in monitoring the heart 
beat has become an indis- 
pensable tool for the surgeon 
and anesthetist. 


It’s versatile, too. Monitors 
by pickup and amplification 
of electrical impulses pro- 
duced by the heart — or by 
a transducer activated by 
the digital pulse. 


Get all the facts on the new 
TC-20 TELECOR. See your 
local Burdick representative 
or write directly to The 
Burdick Corp., Milton, Wis. 


THE BURDICK 
CORPORATION 
MILTON, WISCONSIN 


Branch Offices: 
New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 
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mouncing a new class of drug "4 the first analgomylaxant 


analexin 


single chemical that is both a general non-narcotic 
analgesic and an effective muscle relaxant 
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therefore ...in pain... 
where pain makes tension 
and tension makes pair... 
analexin stops both effectively 


Angiexin is a. new synthetic chemical (phenyramidgl 
hydrochloride) that inherently possesses within onc ma. 
lecular structure two different pharmacologic actions: (Ti 
general analgesia, by raising the pain threshold onc thus 
decreasing the perception of pain,.and (2) muscle e!a, 
tion, by selectively depressing subcortical, brain stem cag 


spinal polysynaptic transmission {internewrona! blode 
ade), abalishing abnormal muscle tone without impairing: 


normal neyromuscular function.’’* 


4 Although the analgesic potency of one tablet is clin 


ically equivalent to one grain of codeine, Analexin is pap 


narcotic or narcotic related. It is not habitucting and tole = 


erance to the drug has not been noted; Muscle reloxcmt 
action is comparable to the most potent muscle :eloxank 
available for oral use. The total effect is “analgomyloxt 
tion” —a new advance for the relief of pain. 


N 


The full chemical name for phenyramidal is 2-{ 


phenethylamino)-pyridine hydrochloride. it is unrelated 
eny currently avoiloble analgesic or muscle 


compound.” | 
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analexin provides 
effective relief 

of the total 

pain experience... 


The end result of pain, regardless of its origin, is dis- 
comfort or suffering paralleled by muscle tension. Thus 
muscle tension may play a fundamental role in the total 
pain experience even though it does not initiate the pain. 
Employment of a single agent that produces two distinct 
but associated physiologic responses has obvious advan- 
tages, for relief of the total pain experience is better 
accomplished by the integrated action of phenyramidol 
which acts on both pain centers and muscle to produce 
analgesia and relieve muscle tension simultaneously. 


with remarkably 
few side effects 


A Side effects such as sedation, euphoria, mental con- 
fusion and depression, sometimes associated with inter- 
neuronal blocking and certain analgesic agents have not 
been noted with Analexin. Incidence of reactions is low 
and those reactions that occasionally occur (such as gas- 
tric irritation and pruritus) are of a mild and transient 
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more results 
with analexin in 
clinical trials 


& In another series of dysmenorrhea cases, Bader’ 
compiled data on 20 employees of a telephone company 
who required 12 to 2 days off from work every month 
regardless of prior therapy employed. Satisfactory re- 
sults were achieved in 15 out of 20 and a fair response in 
the remaining five. All were able to remain on the job 
although relief was not complete in the latter cases. 

Bealer* treated 32 patients with phenyramidol mostly 
for musculoskeletal disorders and had good or very good 
results in 15, fair results in 14 and poor or inconclusive 
results in 2 patients. Cohen’ used phenyramidol together 
with aspirin in 15 patients with such conditions as sciatic 
pain, osteoarthritis, anterior chest wall syndrome, etc. and 
got outstanding relief in 80 per cent. Gilbert’’ reported 
that 15 patients with nonspecific headache had excellent 
relief in a matter of minutes with phenyramidol, and in 8 
cases of dry socket pain Bruno” reports immediate relief 
in six cases and good results later in the other two after 
sockets were curetted under local anesthesia. Stern” 
reported on 40 ambulatory cases with a variety of pain- 
ful conditions and saw good relief in 32 patients and 
poor in 8. Results were best in acute sacroiliac pain, myo- 
sitis, muscle spasm, fractures, pleurisy and neuritis. Ten 
of 13 patients with osteoarthritis responded very well and 
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may act 
the first evi idence 


gram- negative bacteria ‘including organisms such as staphy 
prpteus and certain strains of ne resistant to other a 


-| 
WHEN TREATING CYSTITIS- 
to ensure rapid control of infection 
throughout the urogenital system 
Rapid bactericidal action 
tration negligible development. of bacterial resistance aft 
years of extensive clinical use excellent tolerance—nontoxic to 
REFERENCES: 1.. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders” 


ONTEMPORARY DESIGN, ECONOMY . 
ND COMPLETE VERSATILITY, MAKE | 
HESE THE FINEST MATTERN X-RAY 

NITS EVER OFFERED. 


IMPACT —leas space required . . . SIMPLIFIED—but 
bwing technical flexibility .. . CONTEMPORARY—will 
pliment its surroundings . .. VERSATILE—diagnostic 
ography—fluoroscopy. 


COMPLETE . . . 18” focal spot table 
top distance...recipromatic 
bucky . . . hand tilt table . . . 
12” x 16” fluoroscopic screen . . 
motor driven table . . . spot device 
... 12" x 12” fluoroscopic screen. 


.. - 100 MA Control, floor, 
‘desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 
scopic timer. 


DIV. 


AND-AIR, | C.--SUBSIDIARY OF CALIFORNIA EASTERN AVIATION, | 
444 WEST WILSON AVENUE CHICAGO 31, ILLIN 


CLASSIFIED ADVERTISEMENTS 


WANTED—General surgeon for staff physician on 
115-bed service. Board certified or Board eligible. 
U. S. citizenship and licensure required. Salary de. 
pendent upon qualifications. Limited number of 
station housekeeping quarters. Golfing and hunting 
in immediate vicinity. Resort areas within motoring 
distance. Contact Manager, VA Center, Dublin, 
Georgia. 

FOR SALE OR RENT—In Oklahoma, office building 
and equipment including x-ray. Residence also avail- 
able. Contact ATE, c/o SMJ. 


INTERNIST WANTED—Small Southern Virginia 
town; nearby teaching and recreational facilities; ex- 
panding clinic and hospital (privately owned). 
salary 2 years; then partnership with excellent financial 
future. Needed now but will wait for proper man. 
Contact RDW, c/o SMJ. 


WANTED—Internist for 40-bed acute medical ward. 
Board certified or Board eligible preferred. Salary 
dependent upon qualifications. Limited number of 
station housekeeping quarters. Golfing and hunting 
in immediate vicinity. Resort areas within motoring 
distance. Contact Manager, VA Center, Dublin, 
Georgia. 


WANTED—Internist and Pediatrician. A well e- 
tablished obstetrician-gynecologist, ophthalmologist, 
otolaryngologist and general surgeon, wish to add an 
internist and pediatrician to their group; mid-west lo- 
cation near large city; complete laboratory facilities 
under the auspices of a registered medical technologist; 
x-ray facilities under the direction of a radiologist. 
Contact SVA, c/o SMJ. 


WANTED—Psychiatrist for 35-bed intensive treatment 
ward. Board certified or Board eligible preferred. U. $, 
citizenship and licensure required. Salary dependent 
upon qualifications. Golfing and hunting in immedi- 
ate vicinity. Resort areas within motoring distance. 
Limited number of station housekeeping quarters. 
Contact Manager, VA Center, Dublin, Georgia. 


Continued from page 384 


Dr. R. S. Solomon, Moncks Corner, has been elected 
a member of the American Society of Anesthesiologists. 


TENNESSEE 


The Tennessee Valley Medical Assembly has elected 
the following officers: Dr. George K. Henshall, Jr. 
President; Dr. Augustus McCravey, President-Elect; 
and Dr. Charles W. Hawkins, Secretary-Treasurer, all 
of Chattanooga. 

Dr. Don L. Eyler, Nashville, has been elected Secre- 
tary-Treasurer of the American Society for Surgery of 
the Hand. 

Dr. John Burkhard, Knoxville, is serving a second 
term as Chairman of that city’s Board of Education. 

The Nashville Academy of Medicine and Davidson 
County Medical Society has elected Dr. Laurence A. 


Continued on page 90 
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with 
B complex 
vitamins 


prevent 
nutritional 


anemia 


with ferric pyrophosphate, 
a form of iron 
exceptionally 
well-tolerated 


in taste-tempting i 
cherry flavor pr omote ; 

Average dosage, 1 teaspoonful 
| protein uptake 
300 mg. with the 
Pyridoxine of I-Lysine on 
Ferrie Soluble) 250 mg. 
A 
Bottles of 4 and 16 fl. 07. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maatox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WiuiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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COMPAZINE® 


brand of prochlorperazine 


stops nausea and vomiting promptly— 
usually during the first day of therapy; often after 


a single dose. Concomitant calming effect relaxes 
your patient. Side effects are minimal in the 


recommended dosage range. 


A dosage form for every antiemetic need: 
. Tablets, Spansule® capsules, Ampuls, Multiple-dose 
Vials, Sycup.and Suppositories. 
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MEEDED: THE APPETITE SUPPRESSANT STRONG ENOUGH AND SAFE ENOUGH TO DO THE JOB 


Ambar controls many cases of overeating/obesity 10-12 hour extended action tablets, methamphe- 
tefractory to usual therapy. To strengthen the tamine HCI 10.0 mg., phenobarbital 64.8 mg. 
will for successful dieting, the methampheta- AMBAR #2 EXTENTABS, methamphetamine HCl 
mine-phenobarbital in Ambar is designed to 15.0 mg., phenobarbital 64.8 mg. Also conven- 
improve mood without harmful CNs overstimu- tional AMBAR TABLETS, methampheta- YWgaeieimld/ 
lation. Available in different forms to enable mine3.33mg., phenobarbital 21.6mg. Robins} 
Beeization of dosage: AMBAR #1 EXTENTABS, A.H. ROBINS CO.,INC., RICHMOND 20, VA. Ziamm 


Ambar ar #1 Extentabs /Ambar #2 Extentabs’ 
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In response to physician demand 


more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPASIL® (reserpine cisa) / ESIDRIX® (hydrochi hiazide cipa) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 
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HEN PAIN IS PART OF THE PICTURE 


at relief of symptoms with proven effective action against infec- 
us carried by either blood stream or urine. 


table also following urologic manipulation and surgery. 


GANTRISIN 


TRISIN® brand of suitisoxazole 


Diagram correlates sources of primary urinary pain with areas of referred pain. 
: Adults —2 tablets 
four times daily. 
Children under 100 Ibs — 
1 tablet four times daily. 
Each tablet provides 0.5 Gm 
Gantrisin plus 50 mg 
phenylazodiamino-pyridine HCI — 
les of 100 and 500. 


LABORATORIES 


Division of Hoffmann-La Roche inc. 
Nutley 10, N. J. 
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150,000 PHYSICIANS 
_ THE WORLD OVER DEPEND ON 
| THE INTEGRITY BEHIND THIS NAME 


logical 
prescription 
for 
overweight patients 


plus d-amphetamine 


..flepresses appetite ... elevates mood ... cases 
ensions of dieting . . . without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE 


ch cagted {pink} contains. witote, § 


LEDERLE LABORATORIES 


and 
. THE FAMOUS HYFRECATO 


HILL CREST SANITARIUM 


Pi Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Clinic and Offices 
James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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relieves both stiffness and pain with safety...sustained effect 


NOTABLE SAFETY—unusually low toxicity; no known contraindications: 
side effects are rare; drowsiness may occur, usually at higher dosage. 


RAPID ACTION—starts to act quickly. 
SUSTAINED EFFECT—relief lasts up to 6 hours. 
EASY TO USE—usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime. 


Supplied 

as white, coated, 350 mg. 
tablets, bottles of 50. Also 
available for pediatric use: 
250 mg. orange 

: bottles of 50. 

(carisoprodol Wallace) 


(ip wattace LABORATORIES, New Brunswick, New Jersey Literature and samples on request 
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WHEN 
THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
chronic constipation, 
flatulence, belching, 

_ intestinal atony, 

indigestior 


* 


CONSIDER biliary dysfunction and NEOCHOLAN: 


NEOCHOLANS 
Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in bottles of 100 tablets. 


fl M DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIANA 


PITMAN-MOORE COMPANY 


MARCH 196 
88 
— 
— 
— 
: 
— 
— 
— 
3 — 
=. 
Lod q 
— 
q 
eal 
Wel 
g 
\ 
\ 


ver 300,000,000 tablets of Obe- 
drin have been administered 
since its introduction ... ena- 
bling overweight patients to 
lose approximately 18,000,000 pounds 
of excess fat. (Studies show 
a average weight loss of 9 q 
Gibs. per 100 tablets. ) 


Obedrin and the 60-10-70 Basic Plan pro- 
vide the three essentials of weight reduction: 


Supervision by A balanced Supportive 
the physician eating plan medication 


bedr 


nat 
pa 


LOST & FOUND 
= OTHER LOST & FOUND—PAGE 1 


LOST, lady’s diamond engagement 
ring. Center diamond 90 points and 2 
side Initials to 
4/6/58." Vicinity 32d & 
on (ict, 26, Liberal reward, 
& Sons, Wey 


LOST—Oct 30th. Vic ielievve strc trord 
Hotel & 30th Railroad Station. Gold 
elip-pin. Scroll design, rubies & dia- 
monds. Liberal reward. Call collect 
Roanoke,’ Virginia. Dicrrone 
LOST—Mon eve, U of P vic. Black male 

puppy, Kerry = Terrier. No collar. 
Left ear cived down, lg rew. o- 
409A of :\ 0-5d02, 


LOST: 9,000 tons of human fat, 
by patients whose doctors pre- 
scribed Obedrin. 


LO$T—Penna Railroad Pass in wallet. 
Reward. Rerurn tol\r \/ 
N_21st st or == 2-1017. 
LOST—Brown brief case cont Bibles, 
stop watch, etc, we, 15th Girarg. 
rd. $10. tone 
LOST—Ladies’ gold Omega 
erystal, vie \/enervaccr's. Oct 31. 
Reward. £-43c6 (N J). 
LOST Nov 3. Beaded black 
Gift of a corertoe sister. Rew. th 
0d. Vic | ceror Ir thigh. 
_—Star sapphire ring, 10/24, P M, 
vic terres: or center thile, 
7-C7 
LOST—Black wie line's 
3rcee St. Reward. IC 57SC, Ext 2. 


LOST. Gruen diamond watch on 14th st y 
LOST. Bankbook Fetes. 


Girard Fx 


Each capsule or tablet provides: | 


, mg., for its anorexigenic and moad- 

lifting effects 

a Pentobarbital, 20 mg., to guard against 
excitation 


1 mg., and Nicotinic Acid (Niacin), 5 mg., 
to supplement the diet 


a Ascorbic Acid, 100 mg., to help mobilize 
tissue fluids 


> Thiamine Mononitrate, 0.5 mg., Riboflavin, 


Eisfelder, W.; Treatment of The Role 
of the Doctor and Diet in Weight Low, Am. Pract. 
and Dig. of ‘Treat. 5:778 (Oct., 1954). 

Robert J.: Weight Reduction 


82:107 GFeb., 1954). 


Now York San Francisco THE E.. JASSENGILL COMPANY 
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and the 60-10-70 Basic Plan 


he Obedrin formula permits a flexible 
dosage schedule to depress the appetite at 
peak hunger periods. The physician can 
adjust dosage to fit each patient’s need. 


ADVANTAGES OF OBEDRIN— 


A dependable anorexigenic agent? 

A flexible dosage form? 

Minimal central nervous stimulation { 
Vitamins to supplement the diet 2 

No hazards of impaction $23 


Write for 60-10-70 
menus, weight charts, 
and Obedrin samples. 
Used with the 60-10- 
70 Basic Plan, Obedrin 
offers an ideal weight- 
control regimen forthe 
overweight patient. 


Obedrin 


and the 60-10-70 Basic Plan 


Bristol, Tennessee - New York « Kansas City - San Francisco THE S. E. IMMAssENGILL COMPANY 
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The latest ANTIVERT report confirms earlier 
findings: ANTIVERT relieves vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either drug 
alone.’” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.” 
Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, arterioscle- 
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ig STOPS VERTIGO 
9 TIMES OUT OF 101! 


rotic vertigo, labyrinthitis and vertigo of non- 
specific origin. 
Supplied: In bottles of 100 blue-and-white scored tablets. 
Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:318 (Mar.) 
1957. 2. Scal, J. C.: Eye Ear Nose & Throat Month. 
38:788 (Sept.) 1959. 

New York 17,N.Y. 

Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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a Continued from page 78 
logical Grossman, President-Elect, and re-elected Dr. Douglas 
4 Riddell, Secretary-Treasurer. 
combination Dr. Elmer E. Bottsford, Ridgetop, is President and 
for Dr. W. P. Stone, Springfield, is Secretary-Treasurer of 
- the Robertson County Medical Society. 
appetite suppression Officers of the Consolidated Medical Assembly of 
West Tennessee include: Dr. George Spangler, Hum- 
m boldt, President; Dr. Leland Johnston, Jackson, First 
meprobamate plus d-amphetamine Vice-President; Dr. Oscar McCallum, Henderson, 
Second Vice-President; Dr. Charles Hickman, Bells, 
«+. Suppresses appetite . .. elevates mood Third Vice-President; and Dr. G. B. Wyatt, Jackson, 
... reduces tension . . . without insomnia, Secretary. 
overstimulation, or barbiturate hangover. The Greene County Medical Society has elected Di 


Rae B. Gibson, President; Dr. Ben J. Keebler, Vice- 
President; and Dr. Luke Ellenburg, Secretary-Treas- 
urer, all of Greeneville. 


President of the Roane County Medical Society is 
Dr. Harold Steffee. Dr. Gould Andrews is Vice-Presi- 
dent and Dr. B. W. Sitterson is Secretary-Treasurer. 
The doctors are all from Oak Ridge. 

Dr. W. B. Acree, Ridgely, has been presented the 


Rotary Club’s “Citizen of the Year” award. 


Dr. Douglas H. Riddell has been elected President 
of Nashville’s Baptist Hospital medical staff. Assisting 


him will be Dr. Benjamin S. Fowler, Vice-President; 
Gas) and Dr. Russell T. Birmingham, Secretary-Treasurer, 
LEDERLE LABORATORIES Dr. H. P. Whittle, Etowah, has been elected Chair- 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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PSYCHIATRIC HOSPITAL 
DAY HOSPITAL 


DEPARTMENT OF OUT PATIENT PSYCHIATRY 


TIMBERLAWN FOUNDATION 
For Education and Research in Psychialry 


Narcotic Cases Not Admitted 


PSYCHIATRIC CENTER 


Clinical Psychology 


PERRY C. TALKINGTON, M.D., Clinical Director 


CHARLES L. BLOSS, M. D., Medical Director PHILIP ROOS, PH. D. 

Associate Psychiatrists DONALD BERTOCH, M.A. 

HOWARD M. BURKETT, M. D. Social Work 

JAMES K. PEDEN, M.D. BILL M. TURNAGE, M.S.S.W. 

WARD 6G. DIXON, M. D. ROBERT L. COATES, M.S.S.W. 

JERRY M. LEWIS, M. D. GERALDINE SKINNER, B.S., O.T.R., Director of Occupational Therapy 
Cc. L. JACKSON, M. D. LOIS TIMMINS, PH.D., Director of Recreational Therapy 


RALPH M. BARNETTE, JR., B. B,A., Business Manager FRANCES LUMPKIN, R.N., B.S., Director of Nurses 


EVergreen 1-2121 Dallas 21, Texas P.O. Box 1769 
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Tofranil’ 


brand of imipramine HC! 


In the treatment of depression 
Tofranil has established the 
remarkable record of producing 
remission or improvement in 
approximately 80 per cent 

of cases." 


Tofranil is well tolerated in usage— 
is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular 
routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in all types of 
depression regardless of severity 
or chronicity. 


Does not inhibit monoamine 
oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 
drugs such as barbiturates and 
alcohol. 


Detailed Literature Available 
on Request. 


Tofrinil® amp of imipramine HCI), tablets of 
7 mg., bottles of 100. Ampuls for intramuscular 
inistration only, each containing 25 mg. in 
? cc. of solution, cartons of 10 and 50. 


References: 1. Ayd, E J., Jr.: School Med. 
Univ. Maryland 44:29, 1959. 2. Azima, H., 
and Vispo, R. H.: A. M. A. Arch. Neurol. & 
Psychiat. 817: 1959. 3. Lehmann, H.E.; 
Cahn, C. H., and de Verteuil, R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 4. Mann, A. M., 
and MacPherson, A. S.: Spend, Ps chiat. A. 4 
4:38, 1959. 5. Sloane, R. B.; Habib, A.. and 
Batt, U. E.: Canad. M. A. 
6. Steaker, M.: Canad. M. A. J. 80:546, 1959. 
7. Strauss, H.: New York J. Med. 59:2906, 1959. 


Geigy, Ardsley, New York 


Geiny 


depression 


lights the road to recovery 


in 80 per cent of cases 


if 
| 


1960 i 
iglas 
T of 
of 
Be. 
First | 
ells. | 
son, it 
Di 
/ice- 
reas- | 
y is 
resi- 
Irer. 
the | 
sting 
lent; 
irer, 
lair- 
ry 
i 
: 
herapy 
1769 i 
TO 4-60 


92 SOUTHERN MEDICAL JOURNAL 
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man of the Unaka District of the Smoky Mountain 
Council of Boy Scouts of America. 


Dr. A. L. Jenkins, Fountain City, has been elected 
Chairman of Knox County’s north district of the Great 
Smoky Mountains Boy Scout Council. 

The medical staff of St. Mary’s Hospital in Knox- 
ville has elected Dr. B. M. Overholt, Chief of Staff, 
Dr. L. G. Taylor, Vice Chief of Staff, and Dr. Floyd 
N. Bankston, Secretary-Treasurer. 

Dr. William W. Mason has been elected President 
of the Memphis Pediatric Society. Other officers are 
Dr. Raphael N. Paul, Vice-President, and Dr. Fon- 
taine S. Hill, Secretary-Treasurer. 

Dr. William S. Muse, Knoxville, has been elected 
Chief of Staff of Presbyterian Hospital. Dr. Kenneth 
E. Shoemaker is Vice Chief and Dr. R. H. Duncan is 
Secretary. 

Officers of the Memphis and Shelby County Medical 
Society include Dr. Duane M. Carr, President; Dr. 
Bland W. Cannon, President-Elect; Dr. A. J. Ingram, 
Vice-President; Dr. Charles Clark, Secretary; and Dr. 
William T. Satterfield, Treasurer, all of Memphis. 

Dr. C. H. Farrar, Manchester, has been named Chief 
of Staff of the Coffee County General Hospital. Dr. 
H. H. Winter, Manchester, is Vice Chief and Dr. C. B. 
Harvey, Tullahoma, is Secretary-Treasurer. 

Dr. James G. Hughes, Memphis, has been elected 
Chairman of District No. 4 of the American Academy 
of Pediatrics. 


MARCH 1960 


Dr. Jack Chesney, has been elected Chief of Staff 
at the Baptist Hospital in Knoxville. 

Officers of the Nashville General Hospital medical 
staff include: Dr. Fred D. Owenby, President, Dr, 
John W. Griffith, Vice-President; and Dr. Albert P, 
Isenhour, Secretary-Treasurer. 

Dr. James H. Collins, Memphis, has been elected 
President of the St. Joseph Hospital medical staff. 
Other officers are Dr. Lawrence C. Lewis, Jr., Presi- 
dent-Elect; and Dr. Joseph C. Orman, Secretary. 

Dr. John Mohr, Knoxville, has been re-elected Chief 
of Staff at East Tennessee Children’s Hospital. 

Dr. John W. Avera, Jr., Knoxville, has been ap- 
pointed Medical Director for Appalachian National 
Life Insurance Company. 

Dr. Joseph E. Acker, Jr., Knoxville, has been elected 
Chief of Staff of University Hospital. 

Officers of the Middle Tennessee Medical Asso- 
ciation include: Dr. John S. Derryberry, Shelbyville, 
President; Dr. Arthur A. McMurray, Clarksville, 
President-Elect; and Dr. Greer Ricketson, Nashville, 
Secretary-Treasurer. 


TEXAS 


The staff of the Hendrick Memorial Hospital in 
Abilene recently held an interesting meeting. They 
invited all of the pastors and associate pastors of the 
city, together with the Bible teachers of the three 
church supported schools in Abilene, to be their 


Continued on page 95 


lescence, drug and alcohol habituation. 


single or en suite. 


Ws. Ray GnriFFIN, JR., M.D. 
Rosert A. GriFFin, M.D. 


Appalar fiall Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


For rates and further information write APPALACHIAN HALL, AsHeEvILLE, N. C. 


EsTABLISHED 1916 


Mark A. GrirFin, M.D. 
Mark A. GriFFIN, JR., M.D. 
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Cosa- 
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in a wide variety of infectious diseases encountered 
in daily practice. More than 120 published clinical 
reports attest to the superiority and 

effectiveness of oleandomycin-tetracycline. 


tetracycline 


with tr tylol 


antibiotic of choice when sensitivity testing is difficult 
or impractical. 


THE HOUSE-CALL ANTIBIOTIC Sie 


available as: 


Capsules Oral Suspension Pediatric Drops 
raspberry-flavored 

125 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with cali- 

250 mg. per teaspoonful (5 ce.) brated dropper), 5 mg. 


per drop (100 mg. per cc.) 


Each 250 mg. of Cosa-Signemycin contains: glucosamine- 
potentiated tetracycline—167 mg., triacetyloleandomycin—83 mg. 


Bibliography and professional information booklet on COSA-SIGNEMYCIN 
available on request. 


Ofiges Science for the world’s well-being™ 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Jas. N. BRawner, Jr., M.D. ALBERT F. BRAWNER, M.D. 


Medical Director Associate Director 


Phone HEmlock 5-4486 


corticoid-salicylate TABLETS 
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s for an evening of fellowship and exchange of 
ideas. Some fifty ministers met with fifty physicians. 
Dr. Milford O. Rouse, Past President of Southern 
Medical Association, spoke on the subject, “Spiritual 
Allies in Medicine.” He pointed out that “we physi- 
cians meet our minister friends in the corridors of 
the hospital and often at the bedside of patients and 
increasingly we are realizing that it is of advantage 
to the patient for the clergyman to be an active mem- 
ber of the health team.” This is perhaps a unique 
movement for this part of the country. 

Dr. Robert D. Moreton, Fort Worth, Chairman of 
the Council of the Southern Medical Association, has 
been elected to the Board of Directors of the Radiologi- 
cal Society of North America. 

The University of Texas Postgraduate School of 
Medicine will hold its Fifth Annual Course in 
Anesthesiology March 9-11, 1960, in Houston. The 
course is designed to review theory and practice of 
commonly used anesthetic technics and will include 
discussions of some of the newer drugs. For further 
information write: The University of Texas Post- 
graduate School of Medicine, 410 Jesse Jones Library 
Building, Texas Medical Center, Houston 25, Texas. 

Dr. Maurice C. Archer, Fort Worth, has been elected 
Second Vice-President of the Rocky Mountain 
Radiological Society. 

Dr. George W. N. Eggers, Galveston, has been 
chosen President-Elect of the American Academy for 
Cerebral Palsy. 

Dr. Robert G. McCorkel, Austin, is a Fellow in the 
International College of Surgeons. 

New Fellows of the American Academy of Pedi- 
atrics are Drs. W. J. Halden and Marjorie Lawlis, both 
of Austin. 

Dr. Robert B. Elliott, Houston, was elected to the 
Board of Governors of the American Fracture Asso- 
ciation. 

Dr. John Victor Ellis, Amarillo, has been honored 
as “Boss of the Year” by the local chapter of the 
National Secretaries Association. 

Drs. Joe T. Gilbert and Charles R. Queen, both of 
Austin, have been elected Fellows of the American 
Academy of Clinical Pathology. 

Captain Robert A. Freyling, MC, USN, has been 
named Executive Officer and Chief of Orthopedics at 
the U. S. Naval Hospital, Corpus Christi. 

Colonel George F. Lull, MC, USA, is Chief of 


Radiology Service at William Beaumont Army Hospi- 
tal, El Paso. 


VIRGINIA 


The Lynchburg Training School and Hospital in 
Colony has announced its 1960 Lecture Series Program. 
On March 14, Dr. Ian Stevenson, Professor of Psy- 
chiatry and Chairman of the Department at the Uni- 
versity of Virginia, will discuss in two lectures at 
10 am. and 2 p.m., “Psychotherapy Based on Learn- 
ing Theory.” Future lectures will cover such topics 
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NO 
OTHER 
PRODUCT 


is used so widely and so often... stocked by so many leading 
pharmacies ...regarded throughout the world as the pioneer 
in thyroid standardization and the original standard of com- 


parison for all thyroid preparations 


Awe o 


ARMOUR 
THYROID 


¢ Armour Means Protection 


e KANKAKEE, ILLINOIS 


ARMOUR PHARMACEUTICAL COMPANY 
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when you see 
signs of 
 anxiety-tension 
specify 


D ¢ 
a tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
| in the treatment of anxiety associated with o 
cardiovascular or gastrointestinal disease, or 
“ the tension experienced by the obese patient 
: on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet a 
t.i.d. with relative safety: Evidence indicates Dartal Be 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. a 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. a | 
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CARDS 
sl) FOR 1000 


DEWBERRY ENGRAVING 


NESS 


NTE FOR FREE PROOF 


3201- 4th AVE. 


BIRMINGHAM, ALA. 
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as Diseases of the Central Nervous System, Menta} 
Retardation, etc. For further information and a com- 
plete program of the planned meetings, write to Dr 
Benedict Nagler, Superintendent, Lynchburg Train. 
ing School and Hospital, Colony, Virginia. 

The Prince William County Medical Society hag 
been organized and chartered by the Medical Society 
of Virginia. Officers include Dr. Alvin E. Conner, 
Manassas, President; Dr. Alfred J. Ferlazzo, Triangle, 
Vice-President; and Dr. Moses L. Nafzinger, Wood 
bridge, Secretary-Treasurer. Sixteen charter memberg 
formed the new association. 

Dr. David E.-Smith, Charlottesville, has been named 
President of the Virginia Society of Pathology and Dr, 
Geoffrey Mann, Richmond, is President-Elect. 

Dr. Carolyn Moore McCue, Richmond, has beeg 
elected to membership in the specialty section om 
cardiology of the American Academy of Pediatrics, 

Dr. Thomas L. Gorsuch has been elected President 
of the Waynesboro Chamber of Commerce. 


New members of the Medical Society of Virginia 
include: Drs. Mark J. Fitzpatrick and James V. Gak 
lagher, Alexandria; Dr. Carl E. Crimm, Annadale; 
Drs. Reneal C. Cobb, Peter Van Cortlandt Moore, 
John H. Parks, and Lever F. Stewart, all of Char 
lottesville; Dr. Joseph E. Gardner, Harrisonburg; Drs, 
James W. Murphy and Rudolph J. Naurath, Newport 
News; Dr. James P. King, Jr., Radford; and Dry 
Kenneth R. Baldwin, James R. Good, George @ 
Ritchie, Jr., and Howard C. Scott, all of Richmond 


Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


Charleston Mental Health Center 
1119 Virginia St., Charleston, W. Va. 
B. B. Young, M.D., Director 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 


James P. King, M.D., Director 


AFFILIATED CLINICS 


William D. Keck, M.D. 

Edward W. Gamble, IH, M.D. 

J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


Beckley Mental Health Center 
109 E. Main St., Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Norton Mental Health Clinic 
Norton Community Hospital, Norton, Va. 
Pierce D. Nelson, M.D., Director 
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Singoserp: 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 


*Herrmann, G. R., Vogelpohi, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


singoserp 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


SUPPLIED: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 


*)2007H8 Complete information available on request. 


= 
hypertensive of 
| 
\ 


VOLUME 53 SOUTHERN MEDICAL JOURNAL 101 


SUCCINYLSULFATHIAZOLE— 

NEOMYCIN SUSPENSION 

with PECTIN and KAOLIN 
CAUTION: Federal taw prohibits 
dispensing without prescription. 


Merck Sharp & Dohme 
Diysson of Merck & Inc. 
Phitadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 

SULFASUXIDINE@ (succinylsulfathiazole)—an ideal adjunct toneomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. JAMEs ASA SHIELD Dr. WEIR M. TUCKER 


Dr. Grorce S. Fuitz, Jk. Dr. AMELIA G. Woop 


for therapy 
of overweight patients 


d-amphetamine 
depresses appetite and elevates mood 


+ meprobamate 


eases tensions of dieting 
(yet without overstimulation, insomnia 
or barbiturate hangover ) 


BAMADEX 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each {pink} contains - sulfate, 5 mg. 


400 mg.; 
Dosage: tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


MARCH 1960 


in its completeness 


equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
| dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 
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back to work: 


> 


V-CILLIN K°produces high levels of antibacterial activity 


Infections resolve rapidly with V-Cillin K. All patients absorb 
this oral penicillin and show therapeutic blood levels with recom- 
mended doses. The high levels of antibacterial activity achieved 
by V-Cillin K offer greater assurance of bactericidal concentra- 
tion in the tissues—a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored 
tablets of 125 and 250 mg. 


also available 
V-Cillin K, Pediatric: A taste treat for young patients. In bottles 


of 40 and 80 cc. Each 5-cc. teaspoonful provides 125 mg. of 
V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Time 
after 
time... 
in study 
after 
study 


CHLOROMYCETIN 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 


IN VITRO SENSITIVITY OF GRAM-POSITIVE COCCI FROM 5,600 CONSECUTIVE CULTURES 
TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS” 


*Adapted from Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent 
therapy. 


PARKE, DAVIS & COMPANY - 32, MICHIGAN 
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